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SINGLE-PAYER  HEALTH  CARE  SYSTEMS: 
ISSUES  AND  OPTIONS 


TUESDAY,  OCTOBER  19,  1993 

U.S.  Senate, 
Subcommittee  on  Labor,  of  the  Committee  on  Labor 

AND  Human  Resources, 

Washington,  DC. 
The  subcommittee  met,  pursuant  to  notice,  at  2:30  p.m.,  in  room 
SD-430,    Dirksen    Senate    Office    Building,    Senator    Howard    M. 
Metzenbaum  (chairman  of  the  subcommittee)  presiding. 

Present:  Senators  Metzenbaum,  Harkin,  Wellstone,  and  Jeffords. 

Opening  Statement  of  Senator  Metzenbaum 

Senator  Metzenbaum.  The  hearing  will  come  to  order.  Good 
afternoon.  Today,  the  subcommittee  will  hear  testimony  from 
American  and  Canadian  doctors  and  health  care  experts  who  be- 
lieve the  United  States  would  benefit  by  adopting  a  single-payer 
health  care  system. 

We  are  at  an  historic  moment  in  the  United  States.  After  almost 
a  century  of  thwarted  attempts  at  reform,  the  United  States  finally 
is  on  the  verge  of  adopting  a  comprehensive  health  care  system. 
Never  before  have  we  had  a  President  and  First  Lady  as  committed 
to  solving  the  riddle  of  how  to  provide  affordable  health  care  to 
every  American. 

I  must  say  that  never  before  have  we  had  a  President  and  First 
Lady,  nor  even  a  President  alone,  who  knew  as  much  about  a  sub- 
ject that  was  before  the  Congress  as  the  President  and  the  First 
Lady  do.  They  have  truly,  really  involved  themselves  totally  on  this 
issue. 

In  many  ways,  the  debate  has  already  been  won.  An  overwhelm- 
ing majority  of  Americans  support  comprehensive  health  care  re- 
form and  agree  on  the  fundamental  elements  of  reform.  There  is 
agreement  that  we  need  a  universal  system  so  that  all  Americans, 
young  or  old,  rich  or  poor,  healthy  or  sick,  will  have  access  to 
health  care.  We  agree  that  everyone  should  be  covered  by  an  ade- 
quate level  of  health  care  benefits^hospital  care,  physician  care, 
prevention,  mental  health  benefits,  prescription  drugs,  and  long- 
term  care.  We  agree  that  individuals  should  be  able  to  choose  their 
own  doctors,  and  finally  we  agree  that  we  must  cut  the  fat  out  of 
our  system  and  get  our  spending  under  control. 

Now,  the  real  debate,  then,  is  how  do  we  redesign  our  system  to 
achieve  these  objectives.  The  majority  of  patients,  providers,  and 
health  policy  experts  agree  that  a  single-payer  system  is  the  ideal 
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system,  but  as  a  practical  matter  few  people  think  we  have  the  will 
power  to  take  on  the  special  interests  who  would  lose  out  under 
such  a  system. 

Quite  simply,  a  single-payer  system  is  the  easiest  and  fairest 
t)T)e  of  health  care  system.  All  that  single-payer  means  is  that  in- 
stead of  1,500  insurance  companies,  a  single  entity  collects  our 
health  care  dollars  and  directly  pays  health  care  providers.  Under 
a  single-payer  system,  Grovernment  raises  the  revenue  either 
through  income  or  payroll  taxes,  and  providers  of  health  care  deter- 
mine how  these  funds  will  be  spent.  Single-payer  requires  the  least 
amount  of  Grovemment  bureaucracy,  while  providing  doctors  and 
patients  with  the  maximum  amount  of  free  choice  and  flexibility. 

What  single-payer  doesn't  have  is  the  middle  man — no  more  in- 
surance companies,  no  more  claims  reviewers.  Nor  is  single-payer 
the  system  for  multimillionaire  doctors.  Single-payer  adequately 
compensates  doctors  and  other  providers,  but  it  treats  health  care 
as  a  social  good,  not  a  capital  good,  so  that  individuals  seeking 
profit  cannot  arbitrarily  set  the  price  of  treating  the  sick. 

The  greatest  obstacle  to  adopting  a  single-payer  system  has  been 
the  opposition  of  the  organized  medical  profession.  The  American 
Medical  Association  historically  has  opposed  any  type  of  Govern- 
ment-sponsored system.  Many  doctors  fear  a  large  Government  bu- 
reaucracy that  would  control  their  incomes  and  the  way  they  prac- 
tice medicine. 

First,  their  fears  are  misplaced,  as  we  will  hear  today.  Single- 
payer  systems  need  not  be  bureaucratic  and,  in  fact,  provide  doc- 
tors with  a  high  degree  of  flexibility  and  autonomy.  Second,  our 
current  system  has  become  a  nightmare  for  doctors.  Their  lives  are 
controlled  by  an  endless  number  of  insurance  companies  and  other 
intermediaries.  They  must  fill  out  endless  paperwork.  One  doctor 
works  in  the  office  and  has  2,  3  or  4  assistants  helping  him  or  her 
just  doing  the  paperwork.  Their  decisions  are  overseen  by  an  army 
of  claims  and  utilization  reviewers. 

Growing  numbers  of  doctors  and  other  health  care  providers  are 
starting  to  see  the  light.  They  realize  we  need  to  take  back  our 
health  care  system — take  it  back  from  the  insurance  companies 
and  the  big  conglomerates.  Whether  the  United  States  adopts  a 
single-payer  system  or  one  more  along  the  lines  that  President 
Clinton  has  proposed,  we  need  to  make  it  a  system  that  allows  pro- 
viders to  provide  and  patients  to  receive  quality  health  care. 

For  the  next  year,  each  of  the  health  care  industry  special  inter- 
ests will  be  fighting  to  maintain  their  piece  of  the  pie.  I  hope  pro- 
viders and  consumers  will  band  together  and  stand  up  to  the  spe- 
cial interests  and  fight  for  a  better  health  care  system. 

Now,  there  is  one  person  in  the  Senate  who  has  been  like  a 
charging  bull  and  hit  the  road  running  when  he  came  to  the  Senate 
on  behalf  of  the  single-payer  system,  my  colleague  from  Minnesota. 
He  has  done  a  superb  job  in  alerting  many  in  the  country,  and  it 
is  only  fair  to  say  he  has  been  very  instrumental  in  causing  this 
hearing  to  be  brought  about.  I  am  very  happy  to  have  him  here 
today  and  I  am  always  pleased  to  work  with  him  in  the  Senate,  my 
friend,  Paul  Wellstone. 


Opening  Statement  of  Senator  Wellstone 

Senator  Wellstone.  Thank  you  very  much,  Mr.  Chairman.  I  will 
be  very  brief.  Let  me  thank  Senator  Metzenbaum  for  chairing  this 
hearing  today,  the  Labor  Subcommittee  hearing  of  the  Labor  and 
Human  Resources  Committee,  on  the  single-payer  bill.  I  introduced 
this  bill,  the  American  Health  Security  Act,  in  19992  and  1993, 
first  with  Congressman  Russo  and  now  with  Congressman 
McDermott  and  Congressman  Conyers,  and  both  times  with  the 
strong  support  of  Senator  Metzenbaum. 

I  would  thank  everyone  for  being  here  today,  too.  We  have  such 
a  really  good  turn-out  of  people.  Thank  you  very  much  for  your  in- 
terest. 

I  introduced  this  legislation  because  people  in  Minnesota  cafes 
over  and  over  and  over  again  would  simply  say.  Senator,  will 
health  care  reform  provide  good  coverage  for  myself  and  my  loved 
ones?  Am  I  going  to  be  covered?  Will  it  be  a  decent  package  of  ben- 
efits? Will  I  be  able  to  choose  a  doctor  and  will  I  be  able  to  afford 
it?  I  believe  that  the  single-payer  bill  gives  a  resounding  yes  to  all 
of  those  questions. 

We  are  going  to  have  some  testimony  today  fi-om  doctors  from 
Canada,  and  I  so  appreciate  your  being  here  because  one  of  the 
real  virtues  of  the  single-payer  plan  is  that  unlike  every  single 
other  proposal,  the  evidence  is  almost  irreducible  and  irrefutable, 
Mr.  Chairman,  that  we  can  save  costs  where  you  should  save  costs 
by  applying  the  tourniquet  where  it  should  be  applied.  We  go  after 
the  administrative  bloat,  and  a  conservative  estimate  is  we  can 
save  about  $100  billion  a  year  just  by  doing  that,  money  that  can 
be  used  to  cover  those  people  without  insurance  and  those  people 
that  are  underinsured. 

We  also  have,  I  think,  very  important  testimony  today  from 
caregivers,  including  Dr.  Frank  Indihar  from  Minnesota,  and  they 
will  speak  about  the  doctor-patient  relationship  and  they  will  em- 
phasize, Mr.  Chairman,  the  importance  of  caregivers  being  able  to 
provide  the  kind  of  care  to  people  that  they  imagined  they  would 
be  able  to  provide  when  they  were  in  medical  school. 

I  think  as  we  read  the  newspapers  in  the  United  States  of  Amer- 
ica and  we  see  this  wave  of  corporate  takeovers,  this  merger  mania 
and  large  insurance  companies  and  others  moving  in  and  taking 
over  these  networks  either  from  doctors  or  firom  nurse  practitioners 
and  others.  We  will  hear  a  tremendous  amount  of  concern  about 
being  micro  managed.  One  of  the  real  great  conservative  virtues  of 
the  single-payer  plan  is  we  leave  it  up  to  individual  people  as  to 
what  kind  of  choice  they  want  to  make. 

Finally,  Mr.  Chairman — and  I  would  like  for  my  full  remarks  to 
be  included  in  the  record. 

Senator  Metzenbaum.  Without  objection. 

Senator  Wellstone.  I  just  want  to  mention  that  I  just  had  a 
most  interesting  experience  with  the  Citizens  Jury  that  convened 
here  last  week  in  Washington,  DC,  24  women  and  men  chosen  ran- 
domly by  region,  by  race,  by  presidential  preference  in  the  last  elec- 
tion. What  was  interesting  to  me,  Mr,  Chairman,  and  this  builds 
on  the  remark  that  you  just  made,  is  that  the  people  there  had 
never  been  let  in  on  the  secret  that  the  pattern  of  power  in  Wash- 


ington  had  already  decided  that  the  single-payer  plan  should  not 
be  on  the  table. 

They  thought  that  in  a  democracy  people  in  the  country  get  to 
decide,  and  so  they  spent  5  days  listening  to  testimony,  ana  then 
what  they  decided  on  the  basis  of  what  they  thought  would  be  the 
best  plan  for  people  in  the  country,  not  what  was  acceptable  to  the 
insurance  industry  or  the  pharmaceutical  industry,  was  that  the 
President's  proposal  really  needed  to  move  in  the  single-payer  di- 
rection. 

I  just  simply  want  to  emphasize  to  you  the  importance  of  this 
hearing  today  because  I  am  convinced  that  the  more  people  in  the 
country  have  the  opportunity  to  view  the  full  range  of  alternatives, 
the  more  that  we  insist  that  that  be  the  case,  which  is  the  test  case 
of  any  representative  democracy,  the  gpreater  the  chance  will  be 
that  people  in  our  Nation,  when  it  comes  to  the  final  decision  we 
make — and  we  must  pass  health  care  reform  in  the  United  States 
Congress — will  be  much  closer  to  the  standard  we  set  with  the  sin- 
gle-payer bill. 

I  would  like  to  thank  each  of  the  panelists  for  being  here.  Your 
testimony  is  very  important  and  we  really  appreciate  it. 

[The  prepared  statement  of  Senator  Wellstone  follows:! 

Prepared  Statement  of  Senator  Wellstone 

Senator  Metzenbaum,  I  want  to  thank  you  as  chair  of  the  Labor 
Subcommittee  for  convening  this  hearing  on  the  single  payer 
health  care  system.  I  am  proud  to  co-chair  this  hearing  with  you, 
as  I  am  proud  to  share  with  you  the  distinction  of  cosponsoring  the 
American  Health  Security  Act,  S.  491,  the  Senate  proposal  for  sin- 
gle payer  health  care  reform  in  the  United  States. 

I  introduced  a  single  payer  reform  bill  both  in  1992  and  in  1993, 
with  your  support  on  botn  occasions,  Mr.  Chair.  I  did  so  because 
I  am  convinced  that  it  meets  all  the  standards  of  the  Minnesota 
cafe  test.  Cafes  are  where  you  meet  the  people  of  Minnesota,  and 
every  time  I  go  back  to  Minnesota  I  hear  the  same  questions  about 
health  care  reform,  and  how  we're  about  to  change  our  health  care 
system.  People  don't  come  up  to  me  and  ask  me  if  I  am  a  single 
payer  or  multiple  payer,  or  pay  or  play  or  managed  competition,  or 
any  of  those  labels.  They  ask  me:  Senator,  will  this  new  health 
plan  cover  me  and  my  loved  ones?  Will  it  offer  a  decent  package 
of  benefits?  Will  I  be  able  to  afford  it?  Will  I  be  able  to  choose  who 
I  go  to  for  care?  And  I'd  add  another  concern,  that  I'd  like  to  hear 
more  often,  and  that  is,  will  the  health  plan  be  accountable?  Will 
I  be  in  the  loop,  when  decisions  are  made  about  the  kind  of  care 
I'll  be  getting,  and  how  much  it  costs? 

The  American  Health  Security  Act  answers  each  of  those  ques- 
tions with  a  resounding,  "Yes!"  We  must  provide  universal  health 
coverage  to  all  Americans,  and  we  must  control  spiralling  health 
care  costs.  It  would  not  only  be  an  affront  to  the  American  people 
to  do  one  without  the  other,  it  would  not  only  be  politically  almost 
impossible,  it  would  also  plain  not  work.  One  of  the  clearest  lessons 
we  can  learn  from  comparing  other  countries  with  our  own,  which 
spends  ever  increasing  sums  to  cover  an  ever  shrinking  fraction  of 
our  population,  is  that  we  must  include  everyone  in  the  same  sys- 
tem if  we  have  any  hope  of  controlling  costs. 


Because  it  squeezes  the  administrative  waste  out  of  our  current 
system,  the  single  payer  model  would  make  universal  coverage  af- 
fordable. And  because  it  brings  to  bear  the  power  of  a  single  public 
authority  to  bargain  over  expenditures  with  all  of  the  providers  of 
care,  it  can  keep  our  system  cost-efificient  on  an  ongoing  basis. 

Canada  pioneered  the  particular  single  payer  system  on  which 
you  and  I  have  modeled  our  legislation.  We  have  several  distin- 
guished witnesses  Wich  us  here  today  to  discuss  the  essential  ele- 
ments of  the  Canadian  system,  and  I  am  looking  forward  to  hear- 
ing from  them  both  the  advantages  and  the  disadvantages.  We  also 
hear  a  great  deal  about  Canada  that  I  would  consider  misinforma- 
tion, and  I  expect  today  we  will  also  hear  some  discussion  of  what 
is  fact  and  what  is  fiction. 

But  I  want  to  say,  as  my  friends  in  Canada  have  taught  me,  that 
although  there  are  essential  elements  of  the  Canadian  system  that 
we  would  do  well  to  recreate  in  the  United  States,  there  are  many 
distinctively  U.S.  features  that  are  positive  and  upon  which  we 
should  build.  The  American  Health  Security  Act  acknowledges,  for 
example,  that  we  do  and  will  continue  to  spend  40  percent  more 
than  our  neighbors  to  the  north  on  health  care.  We  simply  elimi- 
nate the  bureaucratic  bloat,  and  shovel  the  savings  into  health 
care. 

We  would  also  encourage  some  of  the  innovative  features  of  our 
health  care  delivery  system.  We  would  encourage  managed  care 
programs  to  exist.  But  they  would  have  to  compete  with  other 
caregivers  based  on  the  quality  of  their  care,  not  on  the  basis  of 
lower  charges.  We  would  encourage  the  training  and  employment 
of  a  wide  diversity  of  caregivers,  including  advanced  practice 
nurses  and  physician  assistants,  to  extend  primary  and  preventive 
care  as  quickly  as  possible  into  ev6ry  comer  of  our  country,  with 
special  emphasis  on  underserved  rural  and  inner  city  areas. 

I  think  it  is  significant  that  today  we  also  have  with  us  a  panel 
representing  both  U.S.  doctors  and  nurses  who  support  single 
payer.  Increasingly  I  am  hearing  from  caregivers,  including  social 
workers,  dentists,  hospital  administrators  and  hospital  workers, 
who  are  worried  about  preserving  and  improving  the  quality  of  pa- 
tient care.  They  are  concerned  about  the  growing  domination  of 
insurance-  and  business-owned  managed  care  networks  in  the  pro- 
vider community.  It  is  going  beyond  complaints  about  the  hassle 
factor  we  have  heard  so  much  about,  to  deep  misgivings  about  the 
denial  of  needed  services,  the  wrenching  of  long-term  patients  from 
one  provider  to  another,  the  doubts  about  whether  a  critical  Pap 
smear  test  was  really  read  reliably. 

I  believe  firmly  that  corporate  medicine  may  serve  the  bottom 
line,  but  will  never  be  driven  to  provide  the  king  of  high  quality, 
patient-centered  care  that  every  American  expects  and  deserves. 
Consumers  and  caregivers  must  make  the  critical  decisions  that 
will  determine  the  quality  of  care,  from  where  the  next  hospital 
should  be  built  or  the  next  MRI  should  be  bought,  to  the  day  to 
day  decisions  about  particular  treatments. 

As  we  move  closer  as  a  nation  to  comprehensive  health  care  re- 
form, people  are  looking  more  closely  at  the  single  payer  proposal. 
The  Beltway  insiders  always  raise  a  skeptical  eyebrow,  but  some- 
how arouna  the  country  the  more  people  learn  about  single  payer, 


the  more  it  makes  sense.  It  makes  sense  because  it  does  control 
costs,  it  does  provide  universal  coverage  that  is  affordable  both  for 
people  and  for  the  Nation,  it  provides  choice,  and  it  puts  consumers 
and  caregivers  in  the  driver's  seat. 

Most  recently,  the  Citizens'  Jury,  a  panel  of  24  independent  citi- 
zens from  around  the  country,  came  out  strongly  in  favor  of  a  sin- 
gle payer  approach.  It  came  up  from  behind.  There  were  5  days  of 
testimony  presented  on  the  President's  plan  and  the  Republican 
plans,  with  half  an  hour  on  single  payer.  But  the  proposal  is  so 
sensible,  it  caught  the  panel's  interest.  They  invited  me  to  speak 
to  them  again,  three  times,  and  ultimately  expressed  support  for 
single  payer. 

The  Washington,  DC  health  department  also  recently  pointed  out 
that  the  single  payer  proposal  would  best  meet  the  needs  of  the 
urban  population  they  are  pledged  to  serve. 

Nevertheless,  we  face  an  uphill  battle  in  Congress  even  to  pass 
the  mildest  measure,  a  provision  that  each  State  should  have  the 
option  to  adopt  a  single  payer  system  if  it  wants  to.  This  is  an  ex- 
traordinary position,  from  people  who  generally  are  quick  to  defend 
the  autonomy  of  States.  But  the  forces  that  would  defend  the  sta- 
tus quo  have  gone  on  record  that  they  will  fight  any  provisions  that 
gives  States  the  ability  to  choose  how  to  run  their  health  systems, 
if  the  choices  include  single  payer.  I  believe  that  single  payer  is  the 
best  approach  for  the  Nation,  and  I  will  continue  to  advocate  that 
position.  But  I  will  also  fight  for  the  right  of  any  State  to  imple- 
ment a  single  payer  system,  regardless  of  how  the  rest  of  the  Na- 
tion goes,  and  to  do  so  without  burdensome  obstacles  and  bureau- 
cratic delays. 

I  want  to  acknowledge  the  written  testimony  that  is  being  sub- 
mitted today  in  writing  by  some  individuals  and  organizations  who 
have  given  a  great  deal  of  thought  to  the  issues  before  us,  and  ask 
that  their  statements  be  included  in  the  record.  They  include  state- 
ments by  the  Communication  Workers  of  America,  Vincent  Rubino 
of  Hope  Homes,  the  Gray  Panthers,  and  ACT  UPAVashington  DC. 
I  would  ask  that  the  record  remain  open  for  further  submissions 
of  testimony, 

I  thank  each  of  the  witnesses  for  joining  us  here  today.  Whether 
you  speak  in  agreement  or  disagreement  with  my  own  point  of 
view,  we  have  a  lot  to  learn  from  you,  and  I  look  forward  to  hear- 
ing your  testimony. 

Senator  Metzenbaum.  Thank  you.  Senator  Wellstone,  and  apro- 
pos your  comments  concerning  the  Citizens  Jury  that  met  here  in 
the  past  week,  there  was  a  very  interesting  article  in  the  Washing- 
ton Post  this  morning  indicating  the  same  conclusions  that  you 
have  just  recited  and,  without  objection,  that  article  will  be  in- 
cluded in  the  record  at  an  appropriate  place. 

[The  article  referred  to  follows:] 


[FROM  THE  WASHINCTTON  POCT— TUESDAY,  OCT.  19,  1993] 

THE  SINGLE-PAYER  DECISION 

BY  WILLIAM  RASPBERRY 

The  Clinton  administration  claims  to  be  close  to  transforming  its  health  care  re- 
form plan  into  legislation.  Before  the  end  of  the  month,  it  tells  us— maybe  even  be- 
fore tne  end  of  the  week. 
Sorry,  Hillary.  Forget  it.  The  plan's  no  good.  ,      ,  , 

Who  says  so/  Two-dozen  pubiic-minded  citizens  who  know  more  about  health  care 
reform  than  99  percent  of  the  American  people— including  the  Members  of  Congress 
who  are  supposed  to  enact  the  package  so  painstakingly  put  together  by  the  First 
Lady  and  her  hordes  of  experts. 

The  Citizens  Jury,  which  spend  most  of  last  week  looking  at  various  reform  pro- 
posals, voted  19  to  5  to  reject  the  adnunistration  plan.  A  Republican  alternative  of- 
fered by  Sens.  David  Durenberger  of  Minnesota  and  Don  Nickles  of  Oklahoma  was 
dismissed  without  a  vote.  What  did  the  jurors  like?  The  single-payer  plan  of  Sen. 
Paul  Wellstone  (D-Minn.)  ,...,,-  r*u 

Perhaps  the  most  inter-?sting  thing  about  last  week  s  verdict  is  its  defiance  ol  the 
inside-the-Beltway  wisdom  that  says  a  single-payer  (Canadian-style)  plan  can't  be 
passed.  These  jurors  think  it  can  be — and  that  it  ou^t  to  be. 
I  say  the  administration  and  Congress  ought  to  listen  carefully. 
To  remind:  The  Citizens  Jury,  brainchild  of  a  wealthy  Minnesotan  named  Ned 
Crosby,  is  a  paragon  of  representative  democracy.  Its  24  members,  selected  from  a 
random  sample  of  2,000  adults  on  the  basis  of  age,  gender,  politics,  geography,  eth- 
nicity and  other  demographic  specifics,  represent  a  true  cross-section  of  America. 
But  unlike  other  supposedly  representative  bodies  (the  House  of  Representatives,  for 
instance),  these  men  and  women  manage  to  rise  above  their  demographic  identifica- 
tion. To  an  astounding  degree,  they  bend  their  efforts  to  the  good  of  America. 

When  it  comes  to  health  care,  they  said  last  week,  the  good  of  America  is  in  uni- 
versal health  care  coverage  with  a  single  payer.  But  not  just  any  single-payer  plan. 
They  want  Congress  and  the  President  to  cooperate  on  a  plan  that  embraces  some 
25  specific  criteria,  including  portability,  malpractice  caps,  reduced  bureaucracy, 
reasonable  pharmacy  and  hospital  charges  and  preventive  care. 

The  Clinton  plan,  they  said,  is  vague  on  costs  and  would  create  an  additional 
layer  of  bureaucracy,  while  the  Republican  plan  doesn't  go  far  enough.  They  think 
the  American  people  deserve  a  look  at  other  plans— including  some  approaches  the 
jurors  didn't  even  know  about  before  last  week. 

Wellstone,  who  wasn't  even  on  the  original  list  of  witnesses,  was  hustled  over  to 
the  session  when  the  jurors  said  they  wanted  to  hear  more  about  the  single-payer 
idea  Wellstone,  who  has  introduced  such  a  measure,  so  impressed  them  that  they 
had  him  back  a  second  and  a  third  time.  In  fact,  when  the  Minnesotan  dropped  in 
at  the  jury's  farewell  dinner  Thursday  night,  he  got  a  standing  ovation. 

The  Clinton  numbers  just  didn't  add  up  and  would  create  more  bureaucrat,  said 
Judith  Thrane,  a  registered  nurse  from  Louisiana,  reflecting  what  appeared  to  be 
the  jury's  consensus.  The  Republican  proposals  were  jut  a  Band-Aid  on  a  hemor- 
rhaging wound— The  Wellstone  plan  offers  just  one  bureaucracy,  the  Federal  Gov- 
ernment. Tax  it,  pay  it,  and  get  it  over  with.  ,       •,  .v 

The  jurors'  misgivings  regarding  the  Clinton  plan  are  not  so  much  a  slap  "i  the 
administration's  face  as  a  reminder  of  how  difficult  it  can  be  in  this  greatest  of  all 
democracies  for  people  to  make  informed  choices. 

Face  it:  We  don't  know  what's  in  the  Hillary  Clinton  package  or  the  Republican 
alternative.  Much  of  what  we  know  about  the  Canadian  plan  is  vague  and  anecdotal 
(it  covers  everybody,  but  you  have  to  come  to  the  United  States  if  you  want  a  hip 
replacement  or  a  CAT-scan).  Our  attitudes  toward  the  various  propositions  are  in- 
fluenced less  by  their  content  than  by  the  interpretations  of  people  with  axes  to 
grind;  physicians  who  would  be  affected  by  price  controls;  insurance  conipanies  that 
stand  to  make  a  killing  or  get  killed,  depending  on  which  plan  is  adopted;  ideologies 
who  favor  or  oppose  government  involvement  quite  apart  from  the  practical  con- 
sequences of  that  involvement — even  the  seemingly  benign  American  Association  of 
Retired  Persons,  whose  insurance  company  would  lose  a  lot  of  money  under  a  single- 
payer  plan.  •  i.u  11 
Nor  can  we  trust  our  elected  representatives  to  represent  our  views,  so  in  thrall 
are  so  many  of  them  to  these  same  special  interests. 

What  we'd  really  like  is  the  time  to  learn  the  intricacies  of  this  complex  subject, 
access  to  relatively  unbiased  expert  opinion  and  the  ability  to  cross-examine  advo- 
cates and  opponents  of  various  approaches. 
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And  that,  by  proxy,  is  what  the  Citizens  Jury  approach  provided  last  week. 

The  administration,  listening  to  the  political  counsel  of  insiders,  probably  will 
move  in  the  next  several  days  to  try  to  enact  its  admittedly  imperfect  plan. 

Fm  inclined  to  listen  to  the  advice  of  the  Citizens  Jury:  Slow  down,  and  reconsider 
the  single-payer  approach — and  never  mind  the  conventional  wisdom  that  says  it 
can't  pass. 

Senator  Metzenbaum.  The  committee  has  a  rather  full  agenda 
by  the  time  we  get  through  with  our  questions,  and  I  think  we 
have  asked  the  witnesses  to  confine  themselves  to  5  minutes.  We 
will  be  a  little  bit  lenient  on  that,  but  probably  the  ax  will  come 
down  at  6  or  7  minutes. 

We  are  happy  to  have  you,  doctor.  Please  proceed. 

STATEMENTS  OF  DR.  FRANK  J.  INDIHAR,  ST.  PAUL,  MN;  DR. 
VICTOR  W.  SroEL,  ON  BEHALF  OF  THE  PHYSICL\J^S  FOR  A 
NATIONAL  HEALTH  PROGRAM,  NEW  YORK,  NY;  PATTI  TRIP- 
OLI, ON  BEHALF  OF  THE  NEW  YORK  STATE  NURSES  ASSO- 
CIATION, MINOLA,  NY;  AND  DR.  MELVIN  KONNER,  ASSOCI- 
ATE PROFESSOR  OF  PSYCHIATRY  AND  NEUROLOGY,  EMORY 
UNIVERSITY,  ATLANTA,  GA 

Dr.  INDIHAR.  I  am  Dr.  Frank  Indihar,  of  St.  Paul,  MN.  Thank 
you,  Senator  Metzenbaum,  for  calling  this  hearing,  and  Senator 
Wellstone  for  asking  me  to  testify  on  this  very  important  issue. 

The  delivery  of  health  care,  I  believe,  is  a  most  personal  and  inti- 
mate process,  and  when  we  look  at  this  health  delivery  system,  a 
thorough  examination  of  the  most  fundamental  relationship  in  that 
delivery  system,  the  doctor-patient  relationship,  I  believe  should  re- 
ceive primary  consideration.  This  virtually  sacred  relationship, 
which  involves  not  only  the  practice  of  the  science  of  medicine  in 
all  of  its  wonderful  aspects,  but  also  the  art  of  medicine,  revolves 
equally  on  the  relationships  that  develop  over  long  periods  of  time 
between  doctors  and  patients. 

In  my  case,  this  relationship  has  developed  many  fine  friend- 
ships, and  it  is  a  pleasure  to  be  working  with  my  colleagues  at  St. 
Paul  Internists,  a  group  of  8  general  internists  and  4  cardiologists, 
and  be  able  to  take  care  of  a  range  of  patients  that  have  been  my 
current  patients,  their  parents,  their  grandparents,  and  to  some  of 
my  senior  partners  even  their  great-grandparents,  over  a  period  of 
time. 

Now,  as  you  may  know,  Minnesota  has  been  a  laboratory  for 
managed  care  systems  for  the  past  15  years.  We  have  evolved  and 
seen  the  development  of  multiple  health  maintenance  organiza- 
tions, indemnity  programs,  employed  physician  maintenance  orga- 
nizations, hospital  physician  organizations,  independent  physician 
organizations,  buyer  coalitions,  buyer  alliances,  and  recently  a  clin- 
ics-without-walls  model  being  developed. 

The  net  result  that  I  as  a  practicing  physician  am  seeing  in  this 
highly  competitive  environment  that  nas  indeed  had  some  degree 
of  cost  containment — the  price  that  has  been  paid  is  the  gradual 
erosion  of  the  most  fundamental  health  care  delivery  relationship, 
and  that  is  that  which  develops  between  the  doctor  and  the  patient. 

Going  a  step  further,  because  of  the  impetus  provided  by  a  group 
of  buyers  in  Minnesota,  the  Minnesota  State  Legislature  in  1992 
adopted  cost  containment  legislation  entitled  MNCare.  A  health 
care    commission    was    formed    which,    after    some    deliberation. 


evolved  another  health  care  experiment  via  integrated  health  net- 
works. These  networks  are  large  coalitions  of  insurers,  hospital  cor- 
porations, and  phvsician  employees  who  will  provide  care  to  seg- 
ments of  the  population. 

The  control  of  these  networks  has  been  seemingly  vested  in  this 
new  experiment  in  the  hospital  and  insurance  consortia  that  have 
been  rapidly  forming  in  the  Minneapolis-St.  Paul  metropolitan 
area.  Each  of  these  consortia  is  busy  trying  to  carve  out  a  patient 
population  to  service  in  this  marketplace.  You  will  notice  that  I 
specifically  left  out  the  physician-patient  component  of  this  terri- 
torial division.  It  would  seem  that  this  concept,  to  date,  has  been 
the  least  concern  of  these  consortia. 

Unfortunately,  physicians  in  Minnesota  are  becoming  immo- 
bilized by  the  limited  options  available.  They  are  given  the  choice 
to  join  one  or  another  exclusive  system  or  to  perhaps  go  out  of  busi- 
ness or  to  retire  early  or  to  leave  and  go  some  place  else.  The  pa- 
tients, of  course,  are  left  wondering  who  they  will  have  care  from 
next  year  or  when  the  next  ISN,  integrated  service  network,  bids 
for  their  employees'  health  business.  Insurance  companies  and  hos- 
pital corporations  that  are  reehng  like  gigantic  Titanics  from  loss 
of  patients  and  empty  hospitals  are  struggling  to  buy  physicians' 
medical  practices  to  provide  them  a  patient  stream. 

In  Minnesota,  this  managed  care  frenzy  that  is  underway  has  led 
to  the,  in  my  view,  absolute  ascendance  of  corporate-controlled 
medicine.  The  corollaries  to  this  approach,  unfortunately,  the  loss 
of  the  doctor-patient  relationship.  I  can  speak  very  personally  to 
this  phenomenon.  Just  this  last  month,  the  State  of  Minnesota — 
and  we  have  offices  that  are  very  close  to  the  State  complex,  so 
many  of  the  State  employees  use  the  services  of  my  partners  and 
myself.  Many  of  the  State  judges  rely  upon  us. 

The  State  of  Minnesota  changed  from  one  Blue  Cross/Blue  Shield 
plan  to  another.  Our  office,  which  had  approximately  750  patients 
enrolled  in  this  plan,  was  not  listed  as  a  provider  in  the  other  Blue 
Cross/Blue  Shield  plan.  We  have  had  panicked  calls  from  desperate 
patients.  They  are  lost  in  the  system;  they  have  not  been  asked  for 
their  input.  They  are  asking  us  what  direction  to  take,  and  they 
were  given  30  days  to  find  a  new  health  care  provider  and  this  has 
happened  within  the  past  20  days. 

This  has  led  to  many  painful  moments  on  my  part,  as  I  have  had 
to  take  leave  of  many  of  my  patient  friends  that  I  have  developed 
for  many  years  of  close  association  and  care.  Incidentally,  our  ef- 
forts to  be  included  on  the  new  plan's  list  has  hit  many  roadblocks 
and,  as  it  turns  out.  Blue  Cross/Blue  Shield  has  actually  purchased 
a  clinic  that  will  be  providing  this  care  in  the  Twin  Cities  area. 

So  I  think  that  the  point  is  that  the  loss  of  physician  autonomy 
in  the  managed  care  environment  is  striking.  Physicians  recognize 
the  need  for  health  care  to  be  accessible  and  affordable  for  all.  I 
think  this  is  a  basic  tenet  of  physicians  throughout  the  years,  and 
it  is  certainly  the  position  of  organized  medicine. 

Physicians  are  virtually  universally  ready  to  participate  in 
changes  in  a  system  that  will  benefit  our  patients  and  at  the  same 
time  be  cost-effective.  But  physicians  want  to  participate  in  the  dis- 
cussions and  be  advocates  for  the  preservation  of  this  wonderful 
doctor-patient  relationship. 
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Now,  physician  autonomy,  by  this  definition,  is  the  ability  to 
make  the  best  choices  for  your  patient,  regardless  of  corporate  pres- 
sure relative  to  cost  containment  and  bottom-line  thoughts.  Auton- 
omy also  means  the  ability  of  a  physician  to  practice  in  a  setting 
to  which  they  are  best  suited,  and  that  may  not  be  in  the  corporate 
setting. 

The  managed  health  care  environment  has  also  definitely  re- 
stricted patient  choice  of  physician  in  Minnesota.  Interestingly,  at 
the  Minnesota  Medical  Association  meeting,  because  of  tnese 
changes  in  the  environment,  the  Ramsey  County  Medical  Society 
formulated  a  resolution  asking  the  Minnesota  Medical  Association 
house  of  delegates  to  look  at  tne  single-payer  system  as  an  option 
to  what  we  are  seeing  happen  with  the  managed  care  systems. 

The  testimony  presented  by  many  of  the  physicians  was  over- 
whelmingly in  mvor  of  looking  at  this  option.  Eventually,  the  reso- 
lution was  taken  to  a  vote  of  me  Minnesota  house  of  delegates,  and 
this  occurred  just  in  early  September.  On  a  vote  of  86  to  80,  the 
proposition  lost,  but  I  was  totally  amazed  that  80  physicians  said, 
yes,  they  want  to  look  at  the  single-payer  option. 

We  recognize  what  is  happening  with  the  managed  care  in  the 
Twin  Cities. 

Senator  Metzenbaum.  What  group  was  this  again.  Dr.  Indihar? 

Dr.  Indihar.  This  was  the  Minnesota  Medical  Association  house 
of  delegates  in  early  September. 

Senator  Metzenbaum,  Is  that  an  affiliate  of  the  American  Medi- 
cal Association? 

Dr.  Indihar.  It  is. 

Senator  Metzenbaum.  Thank  you. 

Dr.  Indihar.  So  it  is  my  fervent  hope  that  a  health  care  delivery 
system  be  developed  that  will  preserve  the  doctor-patient  relation- 
ship, preserve  physician  autonomy,  allow  the  physician  to  make  the 
best  choice  for  his  patients  free  from  corporate  interference,  and 
provide  patients  with  a  true  choice  of  physician. 

The  Minnesota  experience,  I  think,  would  seem  to  indicate  that 
the  managed  care  model  does  not  necessarily  meet  these  criteria. 
Therefore,  I  believe  that  a  thorough  study  of  the  single-payer  sys- 
tem must  be  carried  out  before  settling  on  the  managed  care  model. 
Although  I  realize  that  the  specter  of  the  Canadian  health  system 
is  always  raised  when  compared  to  a  single-payer  model,  together 
with  both  its  anecdotal  positive  and  negative  aspects,  I  believe  that 
a  system  can  be  formulated  that  would  be  uniquely  American,  With 
appropriate  caveats  to  avert  the  pitfalls  inherent  in  other  single- 
payer  systems,  perhaps  an  American  single-payer  system  that  fol- 
lows the  criteria  of  autonomy,  choice,  fairness,  and  accountability 
can  be  fashioned. 

This  testimony  is  not  an  unequivocal  endorsement  of  the  single- 
payer  system.  It  is  a  plea,  however,  for  serious  study  of  this  system 
as  an  option.  The  Minnesota  experience,  I  believe,  would  suggest 
that  the  managed  care  model  may  be  an  unsatisfactory  delivery 
mode,  and  I  believe  that  50  percent  of  the  physicians  represented 
at  the  Minnesota  Medical  Association's  house  of  delegates  meeting 
would  agree  with  this  view. 

However,  as  with  any  fine  impressionistic  painting,  both  the  sin- 
gle-payer and  mEinagea  care  models  seem  to  have  a  wonderful  pic- 
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ture  when  looked  at  from  afar,  but  when  you  get  close  the  details 
blur.  What  I  would  ask  for  is  let  us  develop  together  a  single-payer 
option  and  single-payer  details,  and  then  judge  this  option  fairly. 

Thank  you. 

Senator  Metzenbaum.  Thank  you  very  much,  Dr.  Indihar. 

[The  prepared  statement  of  Dr.  Indihar  follows:] 

Prepared  Statement  of  Frank  J.  Indihar,  M.D.,  FA.C.P. 

I  must  thank  the  Co-Chairs  of  this  hearing,  Senator  Paul  Wellstone  and  Senator 
Metzenbaum,  for  calline  this  hearing  on  the  Single  Payor  System  Health  Care  fi- 
nancing alternative  and  for  giving  me  a  chance  to  testify  on  this  very  important 
issue.  The  delivery  of  health  care  is  a  most  personal  and  intimate  process.  Too  often 
health  care  policy  makers  look  only  at  the  aggregate  picture  in  evolving  a  policy 
that  touches  so  many  individuals,  whereas  when  we  examine  the  microcosm,  we  cam 
oft«n  find  the  answer  to  the  confounding  problem. 

When  we  look  at  health  care  delivery,  a  thorough  examination  of  the  most  fun- 
damental relationship  in  that  delivery  system,  the  doctor-patient  relationship, 
should  receive  primary  consideration,  tnis  virtually  sacred  relationship,  which  in- 
volves not  only  the  practice  of  the  science  of  medicme  in  all  of  its  aspects,  revolves 
equally  on  the  relationships  that  develop  over  long  periods  of  time  between  doctors 
and  their  patients.  In  my  case,  this  relationship  nas  develop>ed  many  fine  friend- 
ships; I  treat  my  patients  as  my  friends  and,  I  believe,  this  leads  to  a  higher  quality 
of  caring,  compassionate  care  that  is  necessary  to  the  successful  practice  of  medi- 
cine. 

I  am  a  graduate  of  the  University  of  Minnesota  Medical  School  and  have  been  in 
the  practice  of  general  internal  medicine  in  St.  Paul,  Minnesota,  with  my  partners 
in  St.  Paul  Internists,  P.A.,  a  group  of  8  general  internists  and  4  cardiologists,  since 
1973.  Our  practice  has  been  in  existence  in  St.  Paul  since  1923  and  has  developed 
a  fine  relationship  with  many  citizens.  It  has  been  a  pleasure  for  my  partners  to 
have  taken  care  of  the  parents  and  grandparents  and  great-grandparents  of  some 
of  our  current  patients,  all  of  whom  feel  comfortable  in  our  ofiices  and  with  the  care 
they  receive.  It  is  the  loss  of  this  ability  to  provide  the  type  of  continuity  of  care 
in  a  compassionate,  caring  environment  that  we  are  experiencing  in  Minnesota 
today  and^ which,  I  fear,  may  develop  throughout  the  United  States  unless  a  health 
care  delivery  system  is  developed  which  preserves  this  most  humane  aspect  of  medi- 
cal care. 

review  of  the  MINNESOTA  HEALTH  CARE  ENVIRONMENT 

Minnesota  has  been  a  laboratory  for  the  managed  care  systems  for  the  past  fifteen 
(15)  years.  We  have  seen  the  development  of  multiple  health  maintenance  organiza- 
tions (HMOs),  indemnity  programs,  employed  physician  health  maintenance  organi- 
zation, hospital-physician  organizations,  independent  physician  organizations,  buyer 
coalitions  and  alliances,  formed  during  this  period  of  time.  The  net  result  of  this 
highly  competitive  environment  has  been  a  degree  of  cost  containment,  but  the  price 
that  has  been  paid  is  the  gradual  erosion  of  the  most  fundamental  health-care  deliv- 
ery RELATIONSHIP,  that  which  develops  between  doctor  and  patient. 

However,  with  the  escalation  of  health  care  costs,  which  has  multiple  factors  with 
which  you  are  all  well  acquainted,  the  consumers  in  Minnesota  represented  by  sev- 
eral large  corporations,  formed  a  Buyer  Coalition  in  an  attempt  to  hold  the  esca- 
lation of  health  care  costs  to  an  affordable  level.  The  impetus  provided  by  this  group 
of  buyers  encouraged  the  Minnesota  State  Legislature,  in  1992,  to  adopt  cost-con- 
tainment legislation  titled  MNCare.  A  Health  Care  Commission  was  formed  which, 
after  deliberation,evolved  a  health  care  delivery  system  in  Minnesota  via  Integrated 
Service  Networks,  large  coalitions  of  insurers,  hospital  corporations,  and  physicians, 
to  provide  care  to  the  patients.  The  control  of  these  networks  has  seemingly  been 
vested  with  the  hospital  and  insurance  consortiums  that  have  been  rapidly  forming 
in  the  Minneapolis-St.  Paul  Metropolitan  area,  each  trying  to  carve  a  patient  popu- 
lation to  service.  You  will  note  that  I  specifically  left  the  physician-patient  compo- 
nent out  of  this  territorial  division;  it  would  seem  that,  to  date,  the  least  concern 
of  these  consortiums,  is  the  doctor  patient  relationship. 

Even  though  the  networks  are  only  in  the  formative  stage,  the  scene  in  Minnesota 
is,  frankly,  one  of  utter  chaos.  Physicians  are  immobilized  by  the  limited  options 
available:  to  join  one  or  another  exclusive  system  or  go  out  of  business;  patients  are 
left  wondering  who  they  will  have  care  for  them  next  year,  or  when  the  next  ISN 
bids   for  their  employerls  health  business.   Hospital   corporations,   like   gigantic 
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Titanics,  reeling  from  a  loss  of  patients  and  empty  hospitals,  are  struggling  to  buy 
physicians'  medical  practices  to  provide  a  "patient  stream."  Physicians,  unsure  of 
their  futures  are,  in  many  instances,  taking  early  retirement  or  moving  from  this 
hostUe  environment  to  other  areas  which  have,  thus  far,  tried  to  preserve  the  doc- 
tor-patient relationship  with  other  methods  of  health  delivery. 

MANAGED  HEALTH  CARE/INTEGRATED  SERVICE  NETWORK  RESULTS 

In  Minnesota,  the  managed  care  frenzy  that  is  underway  has  led  to  the  absolute 
ascendance  of  corporate-controlled  medicine.  The  corollaries  to  this  approach,  unfor- 
tunately, have  been  loss  of  the  doctor-patient  relationship.  I  have  recently  had  per- 
sonal experience  with  this  phenomenon.  Our  group  has  long  been  a  provider  in  the 
Minnesota  State  Health  Plan  provided  by  one  of  the  Blue  Cross/Blue  Shield  prod- 
ucts. Our  offices  are  conveniently  located  near  the  State  Capitol  complex  and  many 
of  the  State's  employees,  and  subsequently,  their  families,  have  chosen  us  to  provide 
their  care.  Our  office  was  proud  to  have  many  of  the  State  judges  and  their  families 
rely  on  us  as  well.  However,  we  recently  discovered  that  Blue  Cross/Blue  Shield  had 
developed  another  product  for  the  State  of  Minnesota,  and  our  group  was  not  among 
the  providers  listed  for  that  particular  product.  Our  office  hasl)een  inundated  with 
calls  from  desperate  patients,  lost  in  the  system  and  not  asked  for  their  input,  about 
what  direction  they  should  take;  they  were  given  30  days  to  "find"  a  new  health  care 
provider.  This  has  led  to  many  painful  moments  as  we  have  had  to  take  leave  of 
our  patient-friends  after  many  years  of  close  association.  Our  efforts  to  be  included 
on  the  new  plan's  list  has  hit  many  roadblocks  and  likely  will  not  be  possible. 

The  loss  of  physician  autonomy  in  the  managed  care  environment  is  also  striking. 
I  must  comment  that  physicians  recognize  the  need  for  health  care  to  be  accessible 
and  affordable  for  all;  this  has  been  the  basic  tenet  of  physicians  throughout  the 
years  and  certainly  is  the  position  of  organized  medicine  today.  Physicians  are  ready 
to  participate  in  changes  in  the  system  that  will  benefit  our  patients  and,  at  the 
same  time,  be  cost  effective.  I  believe  that,  in  my  conversations  with  physicians 
across  our  State  in  my  position  as  an  Alternate  Delegate  to  the  American  Medical 
Association's  House  of  Delegates  and  a  Delegate  to  the  Minnesota  Medical  Associa- 
tion's House  of  Delegates,  tnat  this  willingness  to  change  is  universal!  But,  physi- 
cians want  to  participate  in  the  discussions  and  be  advocates  for  the  preservation 
of  the  doctor-patient  relationship.  Physician  autonomy,  by  this  definition,  is  the  abil- 
ity to  m^e  tne  BEST  choices  for  your  patient,  regardless  of  corporate  pressure  rel- 
ative to  issues  of  cost  containment.  Physician  autonomy  means  allowing  physicians 
to  continue  to  provide  patients  with  the  BEST  OPTIONS  available,  not  only  those 
options  dictated  by  preservation  of  the  bottom  line.  Autonomy  means  the  ability  of 
a  physician  to  practice  in  a  setting  to  which  they  are  best  suited,  not  forced  to  prac- 
tice in  a  corporate  setting  and  to  leave  their  private  practice  and  entrepreneurial 
approach.  However,  these  comments  should  not  be  misinterpreted;  physicians  are 
anxious  to  follow  practice  parameters  and  protocols,  providing  these  protocols  are 
in  the  patient's  best  interests  and  not  just  to  provide  bottom-line  improvement.  Phy- 
sicians are  anxious  to  be  accountable  and  provide  the  best  quabty  of  medical  care, 
as  is  currently  the  case  across  the  United  States  and  in  Minnesota  (oft^n  called  the 
healthiest  State  in  the  nation).  Physicians  are  anxious  to  learn;  this  is  the  bedrock 
of  their  educational  experience. 

However,  physicians  resent  the  "micro-management"  of  patient  care  that  has  oc- 
curred in  the  managed  care  setting;  this  is  evidenced  by  the  numerous  demands 
placed  on  physicians  in  Minnesota  for  pre-referral  authorization,  pre-hospitalization 
authorization,  blood  testing  authorizations,  to  mention  just  a  few.  This  second 
guessing  of  a  physician's  knowledge  is  onerous  and,  again,  severely  restricts  a  physi- 
cian's ability  to  exercise  appropriate  care  for  his  patient. 

The  managed  health  care  environment  has,  finally,  definitely  restricted  patient 
"choice  of  physician"  in  Minnesota.  Physicians  belong  to  certain  plans;  these  plans 
are  changed  by  buyers  on  a  regular  basis.  Patients  are  prevented  from  continuing 
to  see  the  physician  of  their  choice  by  the  exclusive  nature  of  these  plans.  The  ISN 
(Integrated  Service  Network)  program  being  contemplated  by  the  MN  Care  Legisla- 
tion is  fostering  large,  EXCLUSIVE,  cadres  of  physicians;  patients,  who  will  be 
shunted  from  plan  to  plan  dependent  on  generally  cost  factors,  will  likely  be  chang- 
ing their  physician  relationship  frequently  in  this  model.  One  criticism  of  the  Clin- 
ton Plan,  although  there  are  many  positive  aspects,  is  the  promise  of  "choice" 
WITHIN  a  network.  What  the  networks  practically  develop  is  in  an  exclusive  mode; 
physicians  are  NOT  allowed  in  every  plan  and  patients  are  NOT  given  complete 
choice! 
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SINGLE  PAYER  SYSTEM  SOLUTION 

Due  to  the  formation  of  the  service  network  model  of  health  care  delivery  develop- 
ing in  Minnesota,  many  physicians  in  Ramsey  County  (St.  Paul,  MN  metropolitan 
area)  began  to  search  for  an  alternative  model  that  would  provide  a  continuance  of 
the  physician-patient  relationship.  Senator  Wellstone  spoke  to  the  Ramsey  County 
Medical  Society  approximately  two  years  ago  on  the  merits  of  the  "Single  Payer  Sys- 
tem"; at  that  time,  his  ideas  were  met  with  considerable  skepticism.  However,  the 
single  payer  merits  of  physician  autonomy,  preservation  of  the  doctor-patient  rela- 
tionship and  true  patient  "choice"  of  physician  were  soon  seen  to  be  inherent  only 
in  this  mode  of  health  delivery  system.  Accordingly,  the  Ramsey  County  Medical  So- 
ciety prepared  a  resolution  to  tne  Minnesota  Medical  Association's  House  of  Dele- 
gates that  did  not  necessarily  endorse  the  single  payer  model,  but  asked  that  this 
model  be  thoroughly  studied,  compared  with  the  managed  care  system  model  in  all 
aspects,  and  that  physicians,  consunoers,  legislators  and  health  policy  experts  be 
educated  regarding  this  option. 

The  response  of  physicians  at  the  Minnesota  Medical  Association's  House  of  Dele- 
gate's meeting  in  September,  1993,  was  astounding!  The  testimony  heard  at  the  ref- 
erence committee  was  overwhelmingly  in  favor  of  researching  in  depth  this  ap- 
proach to  health  care  delivery.  It  became  evident  that  physicians  are  concerned 
about  their  ability  to  practice  effectively  as  patient  advocates  in  the  managed  care 
environment;  rather  tney  generally  felt  that  they  would  become  mere  allocators  of 
care!  Much  concern  was  also  voiced  about  the  corporate  takeover  of  the  health  care 
delivery  system  by  insurance  companies  and  hospital  corporations  in  the  managed 
care  setting  envisioned  by  MNCare;  as  evidenced  previously,  these  takeovers  are 
well  underway  in  Minnesota,  spelling  the  end  of  choice,  autonomy,  and  relationship! 
The  Reference  Committee  report  went  even  further  than  the  Ramsey  County  Reso- 
lution by  asking  that,  in  addition  to  education,  the  Department  of  Health  be  asked 
to  set  aside  a  county  in  the  State  to  serve  as  a  pilot  project  for  the  system  to  deter- 
mine its  efficacy! 

The  House  of  Delegates,  after  much  discussion  which  generally  focused  on  the  fact 
that  the  managed  care  approach  was  too  far  along  in  Minnesota  to  be  changed, 
eventually  defeated  the  proposition  on  a  very  close  vote  of  86-80.  This  near  50  per- 
cent of  physicians  in  the  State  who  were  willing  to  be  educated  about  the  Single 
Pay  Moael,  and,  perhaps  adopt  it  if,  with  certain  caveats  regarding  the  implementa- 
tion of  the  program  could  be  guaranteed,  is,  to  me,  amazing.  It  is  an  indication  of 
the  degree  of  doubt  that  exists  concerning  the  validity  of  the  managed  care  model 
in  'the  medical  community.  It  is  further,  f  believe,  an  affirmation  of  the  physicians' 
desire  to  continue  to  serve  as  the  primary  patient  advocate  by  preserving  the  doctor- 
patient  relationship  via  another  model,  which  would  seem  to  test  be  served  by  the 
Single  Payer  System. 

CONCLUSION 

It  is  my  fervent  hope  that  a  health  care  delivery  system  be  developed  that  will 
preserve  the  doctor-patient  relationship,  preserve  physician  autonomy  to  make  the 
test  choices  for  his  patients  free  from  corporate  interference,  and  provide  patients 
with  true  "choice"  of  physician.  The  Minnesota  experience  would  seem  to  indicate 
that  the  managed  care  model  does  NOT  meet  these  essential  criteria.  Therefore,  a 
thorough  study  of  the  single  payer  system,  an  educational  process  for  physicians, 
patients,  policy  makers  and  legislators  regarding  the  realistic  pros  and  cons  of  each 
model,  and  the  adoption  of  an,  option  that  most  satisfies  patient  needs  must  be  car- 
ried out  before  settling  on  the  managed  care  model.  Although  the  spectre  of  the  Ca- 
nadian System  is  always  raised  when  compared  to  the  singer  payer  model,  together 
with  its  anecdotal  positive  and  negative  features,  I  believe  that  a  system  can  be  for- 
mulated that  would  be  uniquely  AMERICAN.  With  appropriate  caveats  to  avert  the 
gitfalls  inherent  in  other  single-payer  systems,  perhaps  an  AMERICAN  SINGLE 
AYER  SYSTEM  that  follows  the  criteria  of  autonomy,  choice,  fairness,  accountabil- 
ity and  preservation  of  the  doctor-patient  relationship  can  be  fashioned. 

This  testimony  is  NOT  an  endorsement  of  the  single  payer  system;  it  is  a  plea 
for  serious  study  and  development  of  this  option.  The  Minnesota  experience,  indeed, 
would  suggest  that  the  managed  care  model  is  an  unsatisfactory  delivery  system, 
with  50  percent  of  the  physicians  at  the  Minnesota  Medical  Association's  House  of 
Delegates  meeting  agreeing  with  this  view.  However,  as  with  a  fine  impressionistic 
painting,  both  the  single  payer  and  managed  care  models  seem  beautiful  when 
viewed  from  the  distance,  but  blur  when  examined  in  detail.  Let  us  develop  together 
the  single  payer  details,  and  then  judge  this  option  fairly.  Thank  you. 
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Senator  Metzenbaum.  I  think  we  will  hear  from  all  the  members 
of  the  panel  before  we  open  the  floor  to  questions,  but  I  am  very 
pleased  that  Senator  Jeffords  has  joined  us.  Senator,  do  you  have 
some  comments  you  would  like  to  make? 

Senator  Jeffords.  I  have  no  comments. 

Senator  Metzenbaum.  Dr.  Victor  Sidel,  representing  the  Physi- 
cians for  a  National  Health  Program,  of  New  York.  We  are  happy 
to  have  you  with  us.  Dr.  Sidel. 

Dr.  Sidel.  Thank  you.  Senator  Metzenbaum.  It  is  a  privilege  to 
be  before  your  committee.  I  thank  you  for  calling  these  hearings. 
I  think  we  are  sitting  here  at  an  exciting  moment  in  the  history 
of  U.S.  health  care.  I  think  there  is  now  a  sea  change  in  terms  of 
what  the  public  and  what  people  in  this  city  are  beginning  to  think 
about  in  terms  of  health  care  reform. 

As  we  have  already  been  told,  the  politicians  have  told  us  that 
single-payer  was  not  politically  viable.  It  is  becoming  politically 
viable,  and  these  hearings  will  go  down  in  American  history  as  one 
of  the  turning  points  for  the  viability  of  the  single-payer  option, 
and  I  am  gratefiil  to  Senator  Wellstone  and  his  staff  for  my  ability 
to  be  part  of  this  historic  moment  in  that  health  care  debate. 

Along  with  other  qualifications  that  are  in  my  testimony — and  if 
I  may.  Senator  Metzenbaum,  I  will  ask  that  my  whole  testimony 
be  put  in  the  record  so  I  can  be  very  brief  now. 

Senator  Metzenbaum.  Without  objection,  the  testimony  of  all  of 
the  witnesses  will  be  included  in  the  record  as  printed. 

Dr.  Sidel.  Perhaps  the  most  important  qualification  that  I  have 
for  sitting  here  is  that  I  work  in  the  Bronx,  and  that  very  name 
tells  you  some  of  the  problems  that  we  face  in  trying  to  provide 
health  care  for  the  people  who  are  our  neighbors,  who  are  our  pa- 
tients, who  are  our  friends.  So  we  were  thrilled,  we  were  overjoyed 
when  we  heard  that  President  Clinton  was  going  to  put  high  on  the 
U.S.  agenda  a  change  in  the  U.S.  medical  care  system.  We  thought 
that  was  desperatelv  needed.  He  told  us  it  was  broken  and  we  had 
to  fix  it,  and  we  saia,  amen,  it  is  broken  and  it  has  to  be  fixed. 

Then  what  we  heard,  unfortunately,  was  a  plan  that,  in  our  view, 
does  not  fix  it.  I  don't  have  time  in  my  5  minutes  to  go  through 
all  of  those  issues.  I  will  just  name  them.  They  are  covered  in  de- 
tail in  my  testimony. 

For  one  thing,  the  plan  is  not  universal  in  its  coverage.  Undocu- 
mented people  in  the  United  States  are  not  covered.  Migrants 
workers  are  barely  covered.  Transient  populations  are  covered 
badly,  and  for  New  York  City  and  for  New  York  State  it  will  be 
a  disaster  if  undocumented  people  are  not  covered  within  health 
care  reform. 

We  know  that  the  financing  is  regressive.  We  know  that  people 
who  are  poor  will  pay  more  within  that  financing  system  that  is 
proposed,  and  the  people  of  the  Bronx  cannot  tolerate  a  regressive 
health  care  financing  system.  We  know  that  choice  will  oe  des- 
perately limited,  and  people  in  the  Bronx  and  people  in  many  cities 
of  these  United  States  already  have  their  choices  limited  in  any 
number  of  ways.  They  have  to  be  able  to  make  choices  in  at  least 
one  aspect  of  their  lives,  which  is  how  they  are  going  to  get  medical 
care,  and  what  the  President  is  proposing  unfortunately  will  not 
permit  them  to  have  those  choices. 


15 

The  President's  proposal  also  does  not  offer  us  the  hope  of  any 
kind  of  decent  cost  saving.  Again,  the  testimony  covers  in  detail 
after  detail  the  issues  about  why  the  cost  containment  within  that 
program  is  not  going  to  work,  and  one  of  the  major  reasons,  in  our 
view,  is  that  it  permits  a  continuing  role  for  the  1,500  commercial 
insurance  companies  in  these  United  States  which  have  helped  to 
engineer  the  failure  of  the  current  system  and  now  will  be  per- 
mitted to  continue  to  milk  it  and  continue  to  cause  chaos  within 
it. 

We  know,  for  example,  that  a  study  in  September  1993  by  Mar- 
ion Merrell  Dow  found  that  21  of  tne  25  fastest  growing  HMOs 
were  for-profit  enterprises,  and  that  the  big  8  among  insurance 
companies — that  is,  Blue  Cross,  Cigna,  Aetna,  Travelers,  MetLife, 
Prudential,  Humana,  and  United  Health  Care — owned  45  of  the 
562  HMOs  in  the  country.  In  other  words,  it  is  giving  the  system 
back  to  those  who  have  helped  to  destroy  it,  and  we  feel  that  has 
to  change. 

Now,  there  is  an  alternative.  The  alternative  is  called  single- 
payer.  It  is  not,  as  Dr.  Indihar  said,  without  its  problems,  and  we 
think  there  has  to  be  a  lot  of  exploration  of  those  problems,  but  it 
is  a  way  of  attempting  to  save  somewhere  between  $70  billion  and 
$120  billion  per  year  in  current  administrative  costs  within  this 
system.  That  would  permit  us  to  cover  everyone  residing  in  the 
united  States,  whether  documented  or  not,  whether  a  migrant 
worker  or  not,  whether  a  transient  or  not. 

It  will  permit  us  to  give  a  decent  benefit  package  to  every  person 
in  the  United  States,  including  the  kind  of  preventive  care  that 
President  Clinton  calls  for,  but  does  not  have  the  resources  within 
his  plan  to  provide.  It  will  permit  a  financing  system  that  will  be 
progressive  and  will  share  the  burden  among  the  people  of  the 
United  States  in  the  way  that  burdens  should  be  shared. 

In  S.  491,  Senator  Wellstone's  bill,  there  are,  furthermore,  sharp 
restrictions  on  the  ability  of  profit-making  enterprises  to  take  over 
the  system  yet  again,  and  therefore  Physicians  for  a  National 
Health  Program  particularly  supports  S.  491  because  of  these  re- 
strictions on  profit-making  enterprises. 

Let  me  say,  in  closing,  because  the  yellow  light,  I  see,  is  on,  that 
just  fixing  the  medical  care  system  is  not  going  to  be  sufficient. 
Certainly,  we  need  within  that  medical  care  system  to  build  in 
what  is  called  preventive  medicine — mammograms,  preventive  care 
of  various  kinds.  But  that  is  not  enough.  What  also  has  to  be  fixed 
in  the  United  States,  because  it  is  broken,  is  the  public  health  sys- 
tem, and  we  have  to  put  more  resources  into  that  form  of  public 
health,  not  just  preventive  medicine,  within  doctors'  offices. 

Perhaps  most  important  for  the  people  of  the  Bronx,  we  need  a 
decent  kind  of  society  that  provides  jobs,  that  provides  the  kinds 
of  income  supports  when  people  don't  have  jobs,  that  provides  the 
kinds  of  services  that  lead  to  health  for  people  because  medical 
care  by  itself — not  even  preventive  medicine  within  medical  care  is 
going  to  make  a  great  change  in  the  health  of  people.  It  is  public 
health  and  it  is  the  way  people  live  that  makes  people  healthv. 

Let  me  conclude  with  just  one  other  point,  I  promise  just  K)r  less 
than  a  minute,  and  I  will  quote  from  the  Atlanta  Journal  Constitu- 
tion in  an  editorial  on  September  11,  1993.  They  said,  "The  case 
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for  a  single-payer  system  is  a  strong  one.  The  fight  for  it  must  be 
waged  vigorously  in  Congress,  even  as  the  odds  now  stand  heavily 
against  it.  It  must  remain  a  viable  option  for  the  day  when  a  com- 
bmation  of  national  need  and  political  courage  make  its  implemen- 
tation possible." 

Senator  Metzenbaum,  I  know  of  no  one  in  this  Congress,  includ- 
ing Senator  Wellstone,  whom  I  admire  greatly,  who  has  shown 
more  political  courage,  sir,  than  you  have.  I  admire,  as  I  said.  Sen- 
ator Wellstone  and  what  he  has  done  in  this  Congress,  and  Senator 
Jeffords  as  well.  The  moment  for  political  courage  is  now,  the  na- 
tional need  is  now,  the  time  for  single-payer  is  now.  I  think  we  are 
seeing  a  turnaround  and  I  would  like  to  see  it  move  forward  from 
these  hearings  to  a  real  plan  for  the  United  States. 

Senator  Metzenbaum.  Thank  you  very  much,  Dr.  Sidel. 

[The  prepared  statement  of  Dr.  Sidel  follows:] 

Prepared  Statement  of  Victor  W.  Sidel,  M.D. 

I  appreciate  the  opportunity  to  present  this  testimony  before  you  today.  My  name 
is  Victor  Sidel.  I  am  a  physician  and  serve  as  Distinguished  University  Professor 
of  Social  Medicine  at  Montefiore  Medical  Center  and  the  Albert  Einstein  College  of 
Medicine  in  the  Bronx,  New  York.  I  am  a  member  of  the  national  Board  of  Directors 
of  the  Physicians  for  a  National  Health  Program  (PNHP),  on  whose  behalf  I  testify 
today.  In  addition,  for  identification,  I  am  a  Past  President  of  the  American  Public 
Health  Association,  a  Past  President  of  Physicians  for  Social  Responsibility  and  was 
recently  elected  CoPresident  of  the  International  Physicians  for  the  Prevention  of 
Nuclear  War,  recipient  of  the  1985  Nobel  Peace  Prize. 

PROBLEMS  IN  THE  US  HEALTH  CARE  SYSTEM 

As  President  Clinton  pointed  out  in  his  address  to  the  Congress,  it  is  widely  recog- 
nized today  that  in  terms  of  access  to  care,  quality  of  care  and  cost  the  U.S.  health 
care  system  is  "broken"  and  requires  "fixing.  "  Unfortunately  the  President  noted 
only  a  few  of  the  dysfunctional  elements  in  our  current  system.  I  wUl  start  by  briefly 
summarizing  our  view  of  the  extent  of  the  problems,  problems  that  in  our  view  re- 
quire change  much  more  fundamental  and  much  different  than  President  Clinton 
has  proposed. 

Access:  Barriers  to  access  to  health  care  in  the  U.S.  include  large  out-of-pocket 
costs  at  the  time  of  need  for  care,  geographic  maldistribution  of  services,  and  wide- 
spread racial,  sexual,  homophobic  ana  economic  discrimination.  In  the  U.S.  limita- 
tion of  access  is  largely  accomplished  by  limitations  in  the  coverage  of  public  or  pri- 
vate insurance  programs  that  reimburse  medical  expenses  and  by  failure  of  the  pub- 
lic sector  to  provide  accessible  or  acceptable  services,  rather  than  by  formal  queuing 
based  on  medical  urgency.  Patients  with  adequate  private  resources  or  witn  com- 
prehensive insurance  coverage  can  usually  obtain  expeditiously  the  services  they 
need  or  want,  but  access  is  limited  for  many  working-class  and  indigent  people. 

Large  groups,  including  many  employed  workers,  students  and  poor  people  not 
covered  by  Medicaid,  are  completely  uninsured  against  the  costs  of  medical  care. 
The  number  of  uninsured  people  in  the  U.S.  has  increased  over  30  percent  since 
1980.  In  1980,  66  percent  of  people  living  below  the  federally-established  poverty 
line  were  enrolled  in  Medicaid;  now  fewer  than  40  percent  are  enrolled.  Among  all 
people  age  64  or  younger,  35  to  40  million  people  including  some  12  million  children, 
are  not  currently  covered;  over  a  28-montn  period  some  63  million  were  not  covered 
for  at  least  one  month. 

Beyond  the  millions  who  are  completely  uninsured,  another  large  group  of  people 
in  the  U.S. — estimated  at  50  million — are  severely  underinsured.  Some  20  million 
people  have  mediceil  insurance  so  inadequate  that  a  major  illness  could  mean  finan- 
cial ruin.  Large  out-of-pocket  co-payments  are  often  required  and  the  services  cov- 
ered by  insurance  are  often  less  than  comprehensive.  Preventive  and  rehabilitative 
services  are  oft^n  omitted.  Almost  all  people  age  65  and  older  are  covered  by  our 
Medicare  program,  yet  despite  this  coverage  they  now  as  a  group  pay  out-of-pocket 
more  than  50  percent  of  their  medical  care  expenses.  This  amounts,  on  the  average, 
to  approximately  20  percent  of  income  and  for  many  older  people  it  is  of  course  far 
higher.  Even  with  the  massive  governmental  payments  for  Medicare,  the  out-of- 
pocket  payments  constitute  a  higher  percent  of  income  paid  out-of-pocket  for  medi- 
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cal  care  than  those  age  65  and  over  paid  before  Medicare  coverage  was  established 
for  them  in  the  19608! 

For  people  under  age  65,  medical  care  insurance  is  usually  tied  to  employment. 
Many  U.^  workers  are  unwilling  to  move  to  other  jobs  because  they  fear  they  will 
not  obtain  comparable  coverage.  Furthermore,  many  labor  unions  have  sacrificed 
higher  wages  and  better  working  conditions  through  collective  bargaining  in  order 
to  negotiate  better  medical  care  coverage. 

Lade  of  insurance  coverage  has  been  Clearly  documented  to  limit  access  to  care, 
particularly  to  non-emergency  care.  A  recent  study,  for  example,  found  that  64  per- 
cent of  insured  women  were  adequately  screened  by  breast  examination  compared 
to  50  percent  of  uninsured  women  and  that  72  percent  of  insured  women  were  test- 
ed for  glaucoma  compared  to  57  percent  of  uninsured  women. 

Even  for  those  who  are  insured,  coverage  does  not  make  access  equitable.  While 
this  is  true  in  many  countries  with  relatively  equitable  health  care  systems,  the 
problems  are  more  pronounced  in  the  U.S.  Since  lower  and  slower  reimbursements 
are  given  to  medical  care  providers  by  Medicaid  than  by  Medicare  or  private  insur- 
ers, many  doctors  and  meoicai  institutions  deny  or  limit  access  to  Medicaid  patients. 
Other  barriers  include  geographic  maldistribution  of  personnel  and  facilities  and  dif- 
ficulties in  access  associated  with  poverty,  race,  age,  language,  sexual  orientation 
and  social  conditions  such  as  homelessness. 

The  Journal  of  the  American  Medical  Association  in  a  May  1991  editorial  pointed 
out  that  one  of  the  major  reasons  for  the  lack  of  universal  access  to  medical  care 
in  the  US  (along  with  South  Africa)  is  "long-standing,  systematic,  institutionalized, 
racial  discrimination."  For  example,  althougn  they  were  all  covered  for  costs  by  the 
End  Stage  Renal  Disease  Program,  only  20  percent  of  African -American  patients  on 
dialysis  received  renal  transplants  in  1983  compared  to  30  percent  of  white  patients, 
only  21  percent  of  women  compared  to  31  percent  of  men,  and  only  3  percent  of 
those  over  age  55  compared  to85  percent  of  those  aged  11  to  35.  Studies  in  Boston 
demonstrate  similar  bias  on  the  basis  of  race  and  sex  in  access  to  care  for  coronary 
heart  disease. 

Quality:  Along  with  its  failure  to  provide  needed  services,  the  U.S.  relies  in  large 
part  on  a  fee-for-individual-service  reimbursement  system  that  provides  hard-to-re- 
sist  incentives  to  supply  unneeded  services  to  those  who  are  insured  or  who  can  pay 
privately  for  them.  CDnversely,  because  of  duplication  of  services,  many  doctors  and 
institutions  perform  too  few  procedures  for  maintenance  of  needed  skills.  Overall 
there  are  major  discontinuities  in  care  caused  by  a  fragmented  system  that  relies 
predominantly  on  specialists  and  on  high-technology  care  rather  than  on  primary 
care  with  appropriate  referrals. 

Attempts  made  to  improve  quality  of  care  through  "managed  care,"  such  as 
Health  Maintenance  Organizations  (KMOs),  have  had  mixed  results.  A  recent  study 
at  Johns  Hopkins  demonstrated  that  people  in  HMOs  are  not  as  satisfied  with  their 
care  a-  are  people  in  other  forms  of  care.  The  Rand  Health  Insurance  Experiment 
carried  out  in  the  1970's,  until  now  the  only  randomized  trial  of  MO  vs.  fee-for-serv- 
ice  care,  found  that  MO  patients  suffered  more  serious  symptoms  (with  a  relative 
risk  of  1.39)  and  spent  more  days  in  bed  (relative  risk  1.21)  than  comparable  pa- 
tients randomized  to  fee-for-service  care,  without  co-payments.  The  MO  studied. 
Group  Health  Cooperative  of  Puget  Sound,  is  widely  considered  among  the  nation's 
best.  A  particularly  disturbing  finding  from  the  Rand  Health  Insurance  Experiment 
is  that  poor,  high  risk  patients  farea  poorly  when  randomized  to  an  MO.  Diastolic 
blood  pressure  and  overall  risk  of  dying  were  both  significantly  higher  in  the  MO 
members  than  in  those  receiving  fee-for-service  care  with  comprehensive  coverage. 
In  contrast,  wealthy  patients  appeared  to  do  well  in  the  excellent  MO  used  in  the 
experiment. 

Perhaps  the  most  important  failure  in  the  quality  of  the  system  is  that,  although 
it  is  referred  to  as  a  "health  care  system,"  it  is  almost  entirely  a  "medical  care"  sys- 
tem. Certain  elements  of  health  care  can  indeed  be  provided  to  individual  patients 
and  families  with  a  medical  professional-patient  relationship;  these  elements,  such 
as  breast  examinations  for  early  detection  of  breast  cancer  and  rectal  examinations 
for  early  detection  of  prostate  cancer,  are  usually  referred  to  as  "preventive  medi- 
cine." In  the  U.S.  third-party  reimbursement  to  medical  professionals  for  such  serv- 
ices is  usually  extremely  poorly  or  nonexistent  and  these  services  are  typically  pro- 
vided far  too  infrequently.  Even  worse,  in  the  U.S.  the  system  for  providing  health 
services  for  everyone  in  the  community,  usually  known  as  "public  health  services," 
is  desperately  underfunded  and  often  unable  to  fulfill  its  mission,  particularly  in 
poor  communities. 

Cost:  The  cost  of  this  fundamentally-blighted  medical  care  system  is  the  highest 
in  the  world,  currently  over  13  percent  of  GNP,  on  average  more  than  $2,500  annu- 
ally per  person.  Furthermore  the  cost  is  growing  rapidly,  far  faster  than  inflation. 
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It  has  been  estimated  that  the  cost  will  approach  18  percent  of  GNP  by  the  year 
2000. 

Among  the  reasons  for  these  high  costs  are  the  lai^  number  of  technically-based 
specialists  compared  to  primary  care  doctors  and  the  rampant  duplication  of  serv- 
ices. Only  30  percent  of  U.S.  doctors  practice  primary  care  compared  to  50  percent 
of  doctors  in  most  industrialized  countries. 

One  of  the  most  importemt  causes  of  the  high  costs  is  the  immense  expense  to 
providers  for  billing  and  collection  from  patients  and  insurers,  constituting  a  major 
part  of  U.S.  physician  and  hospital  expenses.  Almost  one-quarter  of  U.s!  medical 
care  expenditures  are  consumed  by  billing,  attributing  costs  for  services  and  sup- 
plies to  individual  patients,  bad  debt  service  and  dealing  with  1200  different  com- 
mercial insurance  carriers.  The  administrative  cost  in  Canada's  "single-payer"  sys- 
tem is  11  percent  of  expenditures.  Private  insurance  firms  in  the  United  States  have 
an  overhead  of  13  percent  of  premiums  compared  to  three  percent  in  the  U.S.  Medi- 
care and  Medicaid  programs  and  to  one  percent  in  the  single-payer  system  in  Can- 
ada Such  administrative  expenses  of  course  divert  resources  from  patient  care. 

Another  major  problem  with  the  huge  amount  of  resources  flowing  into  the  medi- 
cal care  system  is  the  imbalance  in  their  distribution. 

There  are  enormous  differences  in  income  between  primary  care  and  specialist 
doctors  and  an  even  larger  gap  between  doctors'  incomes  and  incomes  of  other 
health  workers.  Extraordinary  profits  are  being  made  by  drug  companies  and  other 
medical  suppliers.  Overall,  the  vast  resources  used  by  tne  medical  care  system  rep- 
resent theft  from  other  vitally-needed  public  services  such  as  education  and  child 
care  and  the  wealth  pouring  mto  medical  care  selectively  benefits  the  haves  at  the 
exjjense  of  the  have-nots. 

FAILURE  OF  THE  CLINTON  PROPOSALS  TO  ADDRESS  THESE  PROBLEMS  EFFECTIVELY 

The  Administration  has  proposed  a  series  of  recommendations,  not  yet  submitted 
to  the  Congress,  to  address  these  problems.  In  the  final  weeks  of  the  1992  U.S.  pres- 
idential campaign  the  editors  of  the  New  York  Times  declared:  "The  debate  over 
health  care  reform  is  over.  Managed  Competition  has  won."  The  term  "managed 
competition"  had  been  introduced  by  Ala  in  Enthoven,  a  Stanford  University  health 
economist,  based  on  methods  used  in  the  U.S.  Department  of  Defense  during  the 
Kennedy  Administration;  the  term  was  popularized  as  a  proposal  for  the  U.S.  health 
system  by  an  informal  group  meeting  in  Jackson  Hole,  Wyoming,  composed  of 
health  insurance  and  other  health  industry  executives,  health  policy  analysts  and 
a  few  representatives  of  health  care  provider  associations,  including  the  Executive 
Vice  President  of  the  American  Medical  Association.  Their  clear  purpose  was  to  find 
a  way  to  preserve  the  vast  private  medical  care  insurance  industry  in  the  U.S. 

The  term  "managed  competition"  is  appealing  because  those  who  believe  that  the 
free  market  can  solve  the  problems  of  the  U.S.  health  care  system  can  embrace  the 
noun  whUe  those  who  insist  the  government  regulation  is  needed  can  endorse  the 
adjective.  The  Administration's  recommendations  avoid  the  use  of  the  term  "man- 
aged competition,"  which  has  now  become  quite  tarnished,  but  the  concept  clearly 
underlies  their  proposals.  Competition  is  encouraged  among  large  "managed  care" 
groups  called  "Accountable  Health  Plans,"  to  provide  care  for  a  defined  insured  pop- 
ulation at  low  cost.  Individuals  and  employees  of  small  employers  would  become 
part  of  Health  Alliances  (originally  called  Health  Insurance  Purchasing  Coopera- 
tives by  the  Jackson  Hole  Group).  Health  Alliances  would  use  their  oargaming 
power  to  purchase  an  Accountable  Health  Plan  for  their  members,  presumably  the 
plan  with  the  lowest  cost  for  a  defined  set  of  benefits;  large  employers  may  be  per- 
mitted to  "opt-out"  and  provide  negotiated  health  care  plans  for  their  employees.  A 
National  Health  Board  would  define  a  Standard  Benefit  Package,  would  support 
technology  assessment  programs  and  would  provide  information  on  quality  and  cost 
to  the  Health  Alliances. 

With  regard  to  payment,  the  option  selected  by  the  Task  Force  is  usually  called 
"employer  mandate"  or  "pay  or  play";  it  requires  employers  to  provide  coverage  for 
their  employees  or  pay  into  a  fund  to  provide  coverage.  In  addition,  taxes  on  alcohol 
and  tobacco  to  cover  part  or  all  of  the  cost  have  also  been  suggested.  Criticisms  of 
the  Clinton  proposal  include: 

Universal  Coverage:  While  one  of  the  strongest  elements  of  the  President's  pro- 
posal is  its  attempt  to  extend  universal  health  care  protection  to  virtually  all  people 
residing  in  the  U.S.,  coverage  is  not  extended  to  undocumented  residents.  For  mi- 
grant workers  and  other  transient  populations  there  are  also  serious  problems  in 
coverage.  Problems  that  need  to  be  resolved.  Additionally,  the  plan  will  not  be  ex- 
tended to  cover  residents  or  U.S.  citizens  in  Puerto  Rico  or  the  U.S.  territories,  in- 
stead health  coverage  for  these  individuals  will  operate  as  it  does  today.  PNHP 
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therefore  urges  that  all  U.S.  citizens  and  residents  should  be  provided  coverage  and 
access  to  the  health  care  system.  •      •      u 

Elimination  of  Financial  Barriers  to  Care:  The  proposal  includes  inequities  in  the 
proportion  of  income  individuals  will  be  required  to  pay  for  health  insurance.  For 
example,  low-wage  workers  and  some  non-workers  who  are  not  eligible  for  a  subsidy 
(e.g.,  subsidies  provided  to  workers  with  incomes  below  150  percent  of  poverty,  non- 
workers  below  250  percent)  would  nay  an  inordinate  proportion  of  their  income  if 
they  want  to  retain  the  freedom  to  choose  their  own  doctor.  Because  emoloyers'  con- 
tributions for  part-time  workers  would  be  prorated,  the  part-time  employee  would 
be  responsible  for  the  portion  of  the  premium  not  picket  up  by  the  employer.  The 
proposal  also  has  cost  snaring  requirements  for  low-income  individuals  and  families. 

Comprehensive  Benefits:  EHnployers  and  purchasing  alliances  are  likely  to  choose 
the  lowest  cost  plan  (presumably  the  Standard  Benefit  Package)  available  in  their 
area.  In  order  to  enter  a  plan  with  a  better  benefit  package  or  higher  quality  of  care, 
individuals  or  their  employers  would  have  to  pay  with  non-tax-deductible  funds.  It 
seems  clear  that  the  well-off  are  likely  to  have  better  benefit  packages  than  the 
poor.  Among  other  improvements  in  the  benefit  package  for  everyone,  specific  im- 
provements are  needed  in  the  area  of  long-term  care,  in  which  the  coverage  should 
be  expanded  by  lowering  the  activity  of  daily  living  (ADL)  requirement  from  3  to 
2  for  community-based  care  and  by  allowing  for  public  financing  of  long-term  nurs- 
ing home  care. 

Choice  of  Providers:  PNHP  believes  the  Administration  plan  would  force  poor  and 
middle-class  people  into  stripped-down  "managed  care  plans"  in  which  there  is  little 
or  no  choice  of  physicians;  only  the  wealthy  would  be  able  to  select  plans  in  which 
there  is  free  choice  of  physicians.  Since,  as  we  have  noted,  the  poor  appear  in  gen- 
eral to  be  poorly  servea  by  managed  care  plans,  the  Administration's  proposal  is  not 
only  an  unjust  maintenance  of  a  multi-tiered  health  care  system  but  a  severely  dys- 
functional imposition  on  the  disadvantaged  of  our  society. 

Cost  Control:  PNHP  finds  no  evidence  to  sumest  that  the  Clinton  proposal  will 
be  effective  in  cost  control.  More  than  a  third  of  the  U.S.  population  hves  in  areas 
with  populations  under  200,000,  smaller  than  is  regarded  as  necessary  to  support 
a  single  managed  care  plan;  these  areas  could  not  support  more  than  one  plan  and 
"competition"  would  be  unlikely.  Furthermore,  managed  care  is  not  likely  to  control 
costs  even  where  more  than  one  managed  care  plan  exists.  Cost  for  managed  care 
plans  in  the  U.S.,  despite  one-time  reductions  at  the  time  of  initial  establishnient, 
are  rising  at  the  same  rate  as  traditiontd  insurance  plans.  Managed  competition 
does  not  significantly  reduce  the  administrative  costs  built  into  the  current  system 
and  will  institute  another  layer  of  bureaucracy  between  the  patients  and  the  insur- 
ers who  contract  with  doctors  and  hospitals. 

Even  more  important,  PNHP  believes  that  the  Administration  proposals  would  m- 
troduce  a  huge  new  regulatory  apparatus  that  would  lead  to  increased  costs  rather 
than  to  effective  cost  containment.  It  believes  the  projected  Medicare  and  Medicaid 
savings  of  $239  billion  between  1996  and  2000  to  be  not  only  unjust  and  d.ysftinc- 
tional,  but  totally  unrealistic.  Similarly,  it  believes  the  Administration's  projections 
of  decreased  growth  in  medical  care  expenditures  under  its  plan  to  be  grossly  exag- 
gerated. People  now  served  by  Medicaid  would  be  switched  to  the  private  system, 
with  its  much  higher  administrative  costs,  and  there  will  be  a  mufti-billion  dollar 
cost  in  setting  up  the  new  layer  of  administrative  function,  the  Health  Alliances. 

Finally,  one  of  the  most  important  reasons  the  Clinton  proposal  will  fail  in  its  cost 
containment  efforts  is  the  role  the  proposal  preserves  for  the  commercial  medical 
care  insurance  industry.  As  we  have  noted,  the  profit-making  and  administrative 
chaos  caused  by  the  1,200- 1,5(X)  medical  care  insurance  companies  is  one  of  the 
major  reasons  for  the  current  excessive  cost  of  the  U.S.  health  care  system.  By  per- 
mitting private  insurers  to  own  and  operate  accountable  Health  Plans  the  Clinton 
proposal  virtually  insures  a  higher  cost  for  the  system.  A  study  in  September  1993 
by  Marion  Merrell  Dow  found  that  21  of  the  25  fastest  growing  105  were  for-profit 
enterprises  and  that  the  "Tbig  eight"  among  insurance  companies  (Blue  Cross,  Cigna, 
Aetna,  Travelers,  MetLife,  mi(kntial,  Humana  and  United  Health  Care)  owned  251 
(45  percent)  of  the  562  105  in  the  country.  The  Clinton  proposal,  in  other  words, 
will  leave  a  large  part  of  the  system  in  the  hands  of  those  who  have  engineered  its 
current  failure. 

Equitable  Financing:  The  Clinton  proposal  concentrates  on  a  premium  based  em- 
ployer mandate,  reductions  in  the  rate  of  growth  of  Medicare  and  Medicaid  spend- 
ing, increased  corporate  taxes,  and  a  tax  on  tobacco  products.  With  the  exception 
of  the  increased  corporate  taxes  and  the  subsidies  suggested  for  low-wage  employ- 
ers, this  method  of  payment  is  highly  regressive.  Low-  and  middle-income  families 
will  be  called  upon  to  shoulder  much  more  than  their  fair  share  of  the  costs.  Fur- 
thermore, the  opting-out  of  large  employers,  whose  employees  are  likely  to  be  at 
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lower  risk  for  high  medical  care  expenses,  would  defeat  the  idea  of  equitable  risk- 
sharing. 

THE  SINGLE-PAYER  ALTERNATIVE 

The  alternative  plan  widely-known  as  "single-payer"  is  based  in  large  part  on 
models  used  outside  the  U.S.,  particularly  in  Canada.  This  plan  for  has  been  intro- 
duced into  the  Senate  by  Paul  WeUstone  (S.  491)  and  into  the  House  of  Representa- 
tives by  James  McDermott  and  John  Conyers  (HR.  1200). 

PNriP  believes,  based  on  extensive  eviaence  including  studies  by  the  U.S.  General 
Accounting  OfRce  and  a  recent  report  by  the  Congressional  Budget  Office  on  esti- 
mates of  the  cost  of  the  health  care  proposals  submitted  to  the  102nd  Congress,  that 
a  single-payer  plan  would  save  in  administrative  costs  alone  over  10  percent  of  the 
cost  of  the  medical  care  system,  over  $100  billion  annually  at  current  cost  levels. 
A  feature  of  single-payer  that  could  help  insure  these  savings  would  be  a  prohibition 
on  the  ownership  oi  managed  care  plans  by  for-profit  industries  such  as  commercial 
insurance  companies.  The  WeUstone  BUI  (S.  491)  is  therefore,  PNHP  believes,  par- 
ticularly worthy  of  support  because  its  stringent  restrictions  on  profit-making  in  the 
provision  of  medical  care. 

These  savings  would  make  possible  the  universal  coverage  the  Administration 
seeks,  including  coverage  for  all  the  currently  uninsured  and  underinsured  includ- 
ing undocumented  people  and  migrant  workers,  without  cuts  in  current  levels,  of 
services  to  the  poor  or  the  elderly  and  without  the  need  for  additional  revenues. 
Furthermore,  a  single-payer  plan  could,  much  more  easily  than  an  employer-man- 
date plan,  be  designed  to  distribute  the  cost  burdens  much  more  equitablj'  in  the 
population. 

Under  the  Clinton  proposal,  states  may  opt  for  sinple-payer  either  state-wide  or 
for  a  specific  region.  While  this  is  an  important  provision  if  the  single-payer  concept 
is  not  adopted  nationaUy,  under  the  current  proposal  the  state  must  obtain  a  waiver 
from  the  federal  government  for  ERISA,  Medicare,  and  rules  on  regional  and  cor- 
porate aUiance  participation.  PNHP  urges  that,  if  single  payer  is  not  adopted  na- 
tionaUy there  should  be  an  expedited  waiver  process  if  states  want  to  pursue  a  sin- 
gle-payer option.  AdditionaUy,  once  granted  a  single-payer  option,  states  should  be 
allowed  to  improve  on  the  benefits  package  and  eliminate  cost  sharing. 

Some  critics  of  single-payer  proposals  note  the  faUure  of  some  current  versions  to 
reduce  the  practice  of  fee-for-service  medicine,  which  is  beUeved  by  many  to  lead 
to  overtreatment  and  higher  costs.  PNHP  therefore  urges  mechanisms  to  limit  un- 
necessary treatment,  both  because  such  treatment  may  be  dangerous  to  the  patient 
and  because  the  cost  of  treatment  will  be  reduced.  Some  critics  of  single-payer  are 
also  concerned  about  the  loss  of  worker  jobs  in  the  health  insurance  industry;  whUe 
many  of  these  workers  are  nurses  and  other  health  professionals  who  wiU  find  clini- 
cal jobs  as  health  services  expand,  displacement  for  the  majority  of  workers  is  cer- 
tain to  be  difficult.  PNHP  therefore  urges  protection  of  workers  in  the  health  insur- 
ance industry  who  wUl  lose  their  jobs,  using  re-training  programs,  assistance  in  ob- 
taining other  positions  and  a  variety  of  other  measures. 

But  the  most  important  problem  for  "single-payer"  is  its  perceived  political  liabil- 
ity because  it  is  characterized  by  its  opponents  as  "socialized  medicine"  and  in  the 
press  as  "government  control  of  the  health  care  system"  and  as  requiring  "higher 
taxes."  PoRtics,  rather  than  the  substance  of  the  plan,  has  in  my  view  played  the 
predominant  role  in  the  Administration's  selection  of  its  recommendations.  Polls  of 
the  U.S.  population,  and  even  poUs  of  doctors,  show  considerable  support  for  the  sin- 
gle-payer concept.  Many  members  of  the  staff  of  the  President's  Task  Force  on 
Health  Care  Reiorm  supported  the  concept.  The  task  for  the  next  few  months  is  to 
make  the  widespread  support  for  single-payer  and  the  nature  of  its  advantages  over 
the  Clinton  proposal  widely  known. 

The  Future  of  the  U.S.  Health  Care  System  WiU  Be  Shaped  by  the  Public  Re- 
sponse to  the  Administration's  Proposal 

The  Administration  needs  a  successful  outcome  in  health  care  reform,  which  was 
an  important  issue  in  the  President's  electoral  campaign.  Exceedingly  powerful  in- 
terest groups — the  insurance  industry,  the  pharmaceutical  industry,  the  hospital  in- 
dustry, ana  organized  medicine — oppose  fundamental  reform  of  the  system.  Other 
powerfiil  interest  groups — such  as  people  over  age  65,  who  want  to  make  certain 
their  Medicare  benefits  are  not  diminished,  and  miUtary  veterans,  who  want  to  pro- 
tect their  special  medical  care  benefits  in  the  Veterans  Affairs  medical  system — wiU 
attempt  to  push  their  own  agendas.  On  the  other  side,  the  forces  organized  in  favor 
of  equitable  access  to  the  poor  and  powerless  are  relatively  weak  and  disorganized. 

The  hope  for  adoption  of  a  single-payer  proposal  lies  in  the  opinions  of  the  great 
majority  of  the  people  of  the  United  States,  who  know  the  system  isn't  working  and 
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report  in  polls  that  they  want  change  that  will  provide  them  with  high-quality  serv- 
ices at  costs  that  will  be  controlled  and  will  be  equitably  shared.  Unfortunately 
many  of  those  who  want  change  have  been  convinced  that  their  taxes  are  "too  high" 
(despite  the  U.S.  having  one  o?  the  lowest  tax  rates  in  the  industrialized  world)  and 
oppose  any  reform  that  will  raise  their  taxes  even  though  their  private  or  their  em- 
ployer's out-of-pocket  payments  for  medical  care  would  be  sharply  reduced.  Much 
work  remains  to  be  done  to  educate  the  public  on  the  single-payer  alternatives  and 
their  impact  on  access,  quality  and  cost  and  on  the  fact  that  other  nations  provide 
as  high  or  higher  levels  of  quality  of  care  than  we  do  and  eryoy  much  higher  levels 
of_population  satisfaction  at  much  lower  cost  than  does  the  United  States. 

Finally,  many  of  us  concerned  with  public  health  note  that  the  equitable  and  uni- 
versal provision  of  high-quality  medical  care,  even  if  it  includes  elements  of  preven- 
tive medicine,  is  only  a  small  part  of  what  is  needed  to  promote  and  protect  the 
health  of  our  people.  Much  more  important,  we  believe,  are  communitv-based  public 
health  services  and,  especially,  improving  the  economic  and  social  well  being  of  the 
population.  We  point  out  that  the  U.S.,  with  its  vast  gulf  between  rich  and  poor, 
along  with  one  of  the  lowest  levels  of  taxation  in  the  industrialized  world,  has  much 
to  learn  from  other  nations  in  dealing  with  this  issue  as  well. 

With  regard  to  single-payer,  the  Atlanta  Journal/Constitution  on  September  11, 
1993  editorialized:  ,     r     • 

The  case  for  a  single-payer  system  is  a  strong  one.  The  fight  for  it  must  be  waged 
vigorously  in  Congress,  even  as  the  odds  now  stand  heavily  against  it.  It  must  re- 
main a  viable  option  for  the  day  when  a  combination  of  national  need  and  political 
courage  make  its  implementation  possible. 

Many  of  us  believe  the  national  need  and  the  political  courage  to  enact  single- 
payer  exist  today.  PNHP,  and  I  personally,  will  continue  our  efforts  to  help  the  Ad- 
ministration, the  Congress  and  the  public  understand  the  flaws  in  the  President's 
proposal  and  the  need  for  a  single-payer  approach  now  to  national  health  care  re- 
form. 

Senator  Metzenbaum.  Our  next  witness  is  Patti  Tripoli,  rep- 
resenting the  New  York  State  Nurses  Association.  Ms.  Tripoli,  we 
are  happy  to  have  you  with  us. 

Ms.  Tripoli.  Thank  you.  Mr.  Chairman  and  members  of  the  com- 
mittee, I  am  Patti  Tripoli,  a  registered  professional  nurse  at  Com- 
munity General  Hospital  of  Greater  Syracuse  in  upstate  New  York. 
On  behalf  of  the  largest  and  oldest  State  nurses  association,  the 
New  York  State  Nurses  Association,  I  would  thank  you  for  inviting 
us  to  testify  today  on  behalf  of  single-payer  financed  health  care  re- 
form. 

Nineteen  years  ago,  I  started  to  work  at  Community  General 
Hospital  because  of  my  interest  in  providing  nursing  care  to  the 
people  of  my  community.  After  8  years,  I  had  acquired  expertise 
that  I  wanted  to  share  with  other  nurses  to  be  sure  that  the  pa- 
tients received  the  best  care  possible.  At  that  time,  I  decided  I 
wanted  to  stay  as  close  as  possible  to  the  patients,  and  therefore 
I  accepted  a  position  as  staff  development  educator  at  that  same 
hospital.  I  did  not  choose  to  become  part  of  a  faculty  of  the  nursing 
school  because  I  felt  that  I  would  be  more  removed  from  direct  pa- 
tient care  than  I  wanted  to  be. 

In  the  past  11  years,  I  have  seen  my  job  change  drastically.  Ini- 
tially, I  could  devote  my  time  to  teaching  nurses  how  to  improve 
their  care  for  patients.  However,  that  has  now  become  a  luxury 
that  happens  only  on  rare  occasions.  Much  of  my  time  is  now  spent 
teaching  RNs,  LPNs,  nurses  aides,  and  nursing  unit  secretaries 
how  to  fill  out  a  myriad  of  forms. 

Why  does  the  hospital  have  me  spend  so  much  of  my  time  this 
way?  Because  this  is  the  only  way  the  hospital  has  any  chance  of 
making  sure  that  it  will  receive  money,  get  paid  for  the  care  that 
it  provides  to  our  patients.  About  25  percent  of  my  time  is  spent 
making  sure  that  other  people  know  how  to  fill  out  the  forms  cor- 
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rectly.  What  is  even  sadder,  in  my  view,  is  that  my  hospital  has 
2  other  RNs  doing  the  same  type  of  work  full-time  and  another  6 
nurses  doing  this  work  part-time. 

There  are  also  16  RNs  and  LPNs  doing  utilization  review.  These 
nurses  work  full-time  reviewing  patient  records  just  to  make  sure 
that  all  the  forms  are  filled  out  correctly  so  that  Medicare,  Medic- 
aid, Blue  Cross,  and  commercial  insurance  companies  will  pay  the 
bills  that  we  submit.  Nurses,  who  would  rather  be  spending  time 
taking  care  of  patients,  must  take  the  time  to  fill  out  these  forms 
correctly. 

This  scenario  is  not  unique  to  Community  Greneral.  It  is  the  re- 
ality in  hospitals  all  across  America.  However,  it  is  not  the  norm 
in  hospitals  in  other  countries.  Health  care  reform  such  as  Senator 
Wellstone's  proposal  for  a  single-payer  universal  health  care  pro- 
gram would  change  all  this.  Billions  of  dollars  could  be  saved  if  we 
establish  a  single-payer  system  that  guarantees  everyone  will  have 
the  health  care  they  need.  Thousands  of  utilization  review  nurses 
could  return  to  patient  care.  All  nurses  could  stop  nursing  papers 
and  return  to  nursing  patients. 

The  New  York  State  Nurses  Association  believes  it  is  time  to 
stop  the  wasteful  spending  on  administrative  overhead  and  start 
spending  all  of  our  health  care  dollars  that  are  so  desperately  need- 
ed for  patient  care.  A  1991  study  in  New  York  State  showed  that 
$6  billion  could  be  saved  in  New  York  alone  if  a  single-payer  sys- 
tem such  as  Senator  Wellstone's  proposal  were  a  reality. 

The  Government  Accounting  Office  and  the  Congressional  Budg- 
et Office  have  likewise  concluded  that  only  the  single-payer  pro- 
posal offers  the  opportunity  to  save  enough  in  administrative  costs 
to  finance  health  care  coverage  for  all  Americans. 

Our  national  association,  the  American  Nurses  Association,  has 
previously  told  you  how  the  system  succeeds  so  masterfully  for 
some,  yet  continues  to  fail  shamefullv  for  all  too  many  others. 
America's  nurses  believe  it  is  time  to  frame  a  bold,  new  vision  for 
health  care.  For  the  last  5  vears,  nursing  has  worked  to  develop 
a  plan  which  encompasses  tne  profession's  best  vision  of  a  health 
care  system  for  the  future. 

There  are  several  key  features  of  nursing's  agenda  for  health 
care  reform  that  are  very  similar  to  the  provisions  of  S.  491.  For 
any  health  care  reform  plan  to  be  successful,  it  is  critical  that  it 
not  only  addresses  access  to  health  insurance,  but  also  access  to 
health  care  services.  A  single-payer  financing  mechanism  is  one 
cornerstone  of  reform.  Additional  reform  strategies  must  make 
services  available  where  people  live,  go  to  school,  and  work.  This 
means  the  health  care  system  must  be  restructured  to  make  health 
services  available  in  all  communities  to  all  populations. 

The  health  care  system  must  be  reoriented  to  emphasize  preven- 
tion and  primary  care.  Nurses  working  and  living  in  our  commu- 
nities are  a  resource  for  such  a  reform  system.  A  recent  Gallup  poll 
revealed  that  the  vast  majority  of  Americans,  86  percent,  are  will- 
ing to  receive  every-day  health  care  services  from  an  advanced 
practice  registered  nurse. 

As  the  focus  of  health  care  delivery  sites  shifls  from  acute  care 
institutions  to  community-based  care,  there  has  been  and  will  con- 
tinue to  be  an  increase  of  hospital  mergers  and  closures  resulting 
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from  an  over-supply  of  hospital  beds.  While  we  acknowledge  that 
this  change  is  inevitable,  policymakers  and  health  care  providers 
together  must  prepare  for  this  change. 

The  ANA  has  been  working  very  closely  with  the  Department  of 
Labor  on  its  workforce  proposal  related  to  health  care  reform.  It  is 
important  for  Congress  to  develop  an  initiative  that  provides  assist- 
ance to  health  care  workers  before  they  are  displaced  from  their 
jobs  and  face  possible  unemployment.  Health  care  reform  propos- 
als, including  the  single-payer  model,  raise  critical  workforce  and 
employment  issues.  Tne  single-payer  model  can  offer  the  best  op- 
portunity to  identify  and  fund  educational  and  training  programs 
to  provide  the  health  care  workers  needed  in  a  reformed  health 
care  system. 

Registered  nurses  are  the  Nation's  single  largest  group  of  health 
care  professionals  and  many  of  them  will  need  retraining  to  appro- 
priately deliver  care  in  a  revised  health  care  system.  It  is  essential 
that  a  retraining  and  redeployment  plan  be  designed  to  facilitate 
that  transition.  This  transition  plan  is  outlined  in  my  written  testi- 
mony and  it  is  critical. 

In  New  York  State,  our  single-payer  finance  bill,  New  York 
Health,  includes  a  dedicated  funding  stream  to  be  used  for  educat- 
ing and  training  health  care  workers.  It  is  important  to  recognize 
that  nurses  and  other  workers  in  the  health  care  industry  will  need 
retraining.  Certainly,  there  will  be  many  new  jobs  in  the  health 
care  system  when  capacity  is  expanded  to  serve  those  who  cur- 
rently do  not  have  access  to  services.  The  single-payer  system  can 
offer  the  financial  resources  to  provide  sufficient  qualified  health 
personnel  to  ensure  delivery  of  quality  care. 

Mr.  Chairman,  thank  you  very  much. 

Senator  Metzenbaum.  Thank  you  very  much.  Your  entire  state- 
ment will  be  included  in  the  record. 

[The  prepared  statement  of  Ms.  Tripoli  follows:] 

Prepared  STATEME^^^  of  Patti  Tripoli,  RNC,  MS 

Mr.  Chairman  and  members  of  the  committee.  I  am  Patti  Tripoh,  RNC,  MS,  a  reg- 
istered professional  nurse  at  Community  General  Hospital  of  Greater  Syracuse  in 
Upstate  New  York.  Thank  you  for  inviting  us  to  testify  today  on  health  care  reform. 

The  New  York  State  Nurses  Association  is  the  only  full  service  professional  orga- 
nization representing  New  York's  registered  professional  nurses  including  staff 
nurses,  nurse  practitioners,  cUnical  nurse  soecialists,  certified  nurse  midwives  and 
certified  registered  nurse  anesthetists.  NYSNA  advances  the  nursing  profession  by 
fostering  high  standards  of  nursing  practice,  promoting  the  economic  and  general 
welfare  of  nurses  in  the  workplace,  projecting  a  positive  and  realistic  view  of  nurs- 
ing, and  by  working  closely  with  the  New  York  State  Legislature  and  regulatory 
agencies  on  health  care  issues  affecting  nurses  and  the  public. 

Access  to  high  quality,  affordable  health  care  is  of  concern  to  millions  of  Ameri- 
cans— not  only  to  the  over  thirtv-seven  million  who  are  uninsured,  but  to  the  grow- 
ing number  of  currently  insured  who  fear  that  changing  or  losing  their  jobs  will  re- 
sult in  loss  of  coverage  or  that  skyrocketing  costs  will  make  their  dependents'  cov- 
erage or  their  own  out-of-pocket  health  care  costs  unaffordable. 

New  York's  registered  nurses  deUver  many  essential  health  care  services  in  a  va- 
riety of  settings — hospitals,  nursing  homes,  schools,  home  health  agencies,  the  woric- 
Rlace,  community  health  clinics,  in  private  practice  and  in  managed  care  settings, 
furses  know  first  hand  of  the  inequities  and  problems  with  our  nation's  health  care 
system.  Because  we  are  there — twenty-four  nours  a  day,  seven  days  a  week — we 
know  all  too  well  how  the  system  succeeds  so  masterfully  for  some,  yet  continues 
to  fail  shamefully  for  all  too  many  others. 

Nurses  see  people  on  a  daily  basis  who  aire  denied  or  delayed  in  obtaining  appro- 
priate care  because  they  lack  adequate  health  insurance  or  are  unable  to  pay  for 
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care.  These  people  often  postpone  seeking  help  until  they  appear  in  a  hospital  emer- 

fency  department  in  an  advanced  stage  of  illness  or  with  problems  that  could  have 
een  treated  earlier  in  less  costly  settings  or,  more  appropriately,  prevented  alto- 
gether with  earlier  treatment  or  prevention  services. 

Delayed  access  to  needed  care  is  associated  with  problems  of  increased  morbidity 
and  mortality  as  well  as  countless  hours  of  lost  productivity  in  the  workplace.  In- 
ftmts  and  children,  pregnant:  women,  the  frail  elderly,  people  with  persistent  health 
problems,  rural  and  inner  city  residents  and  minorities  are  disproportionately  rep- 
resented among  these  most  vulnerable  uninsured  groups.  Their  complex  and  diverse 
needs  are  not  met  by  the  existing  system. 

Nursing  is  concerned  by  the  failures  in  our  current  health  care  system.  More  than 
two  million  New  Yorkers  have  no  health  insurance  and  millions  more  are  critically 
underinsured.  Our  health  care  systems  are  oriented  toward  expensive  interventions 
to  treat  illness,  rather  than  essential  health  services  designed  to  promote  and  main- 
tain health.  As  a  nation,  we  have  failed  to  develop  appropriate  ways  to  allocate 
available  health  care  resources  and  services.  Unfortunately,  the  burden  of  the  re- 
ality of  the  failures  of  our  health  care  system  are  disproportionately  felt  by  vulner- 
able segments  of  our  nation's  population.  This  includes  the  very  young,  the  very  old, 
the  poor,  the  illiterate  and  those  who  live  in  rural  and  frontier  communities  and 
low-mcome  urban  communities. 

Nursing  defines  the  health  care  crisis  in  terms  of  the  need  to  restructure,  reorient 
and  decentralize  the  health  care  system  in  order  to  guarantee  access  to  services, 
contain  costs  and  ensure  quality.  Fundamental  restructuring  must  occur  because 
patchwork  approaches  have  failed.  Health  care  reform  must  be  comprehensive  and 
not  limited  to  addressing  only  one  or  two  components  of  the  problem. 

NYSNA's  nurses  are  united  in  urging  that  the  nation's  health  care  system  be 
cured — emd  cured  NOW.  We  must  reshape  and  redirect  the  system  away  from  inap- 
propriate use  of  the  expensive,  technology-driven,  hospital-oased  models  we  cur- 
rently have.  A  balance  must  be  struck  between  high  tech  treatment  and  prevention. 
It  is  nursing's  belief  that  the  system  must  emphasize  and  support  health  promotion 
and  disease  prevention  and  show  compassion  for  those  who  need  acute  and  long- 
term  care. 

For  any  health  care  reform  plan  to  be  successful,  it  is  critical  that  it  address  not 
only  access  to  health  insurance,  but  also  access  to  health  care  services.  The  health 
care  setting  must  be  restructured  and  reoriented  so  that  services  would  be  available 
in  schools,  workplaces  and  community  settings  as  well  as  in  hospitals  and  providers' 
offices.  Consumer  access  to  health  care  services  must  be  maximized.  Consumer  edu- 
cation must  be  prioritized  to  foster  increased  awareness  of  personal  health  and  self 
care  and  to  provide  a  greater  capacity  for  informed  decision  making  in  selective 
health  care  services.  In  addition,  criteria  for  outcomes  of  care  should  reflect  the  joint 
perspective  of  both  the  health  care  consumer  and  the  health  care  provider. 

Emphasis  on  preventive  and  primary  care  services  is  also  crucial,  because  it 
means  that  consumers  will  have  a  relationship  with  a  primary  care  provider  includ- 
ing nurses,  nurse  practitioners,  certified  nurse  midwives,  etc.,  that  begins  when  they 
are  still  well — so  that  disease  can  be  prevented  whenever  possible  and  so  that  the 
provider  will  be  able  to  intervene  earlier,  to  minimize  the  severity  of  illness. 

Nurses,  including  advanced  practice  nurses  (nurse  practitioners,  clinical  nurse 
specialists,  nurse  midwives,  nurse  anesthetists),  are  well-positioned  to  fill  many  of 
the  current  gaps  in  accessibility  and  availability  of  primary  and  preventive  health 
care  services.  There  are  over  100,000  advanced  practice  nurses  with  advanced  edu- 
cation and  training  in  providing  primary  care  services  throughout  America.  As 
many  as  300,000  additional  nurses  could  be  prepared  to  provide  such  services  with 
additional  training. 

Virtually  every  study  of  patient  care  provided  by  providers  other  than  physicians 
has  concluded  that  these  providers  can  deliver  services  of  the  same  quality  as  physi- 
cians at  lower  costs.  To  meet  the  estimated  additional  sixty-four  (64)  million  non 
emergency  ambulatory  care  visits  under  a  universal  access  health  care  system, 
9,000  additional  general  and  family  practice  physicians  would  be  required  at  an  of- 
fice expense  of  $2.1  million.  Alternatively!  less  than  17,000  nurse  practitioners 
could  provide  the  same  level  of  services  at  a  similar  level  of  quality  for  about  $1.5 
million,  a  savings  of  twenty-five  (25)percent. 

However,  the  ability  of  nurses  to  provide  health  care  services  has  been  continuaUy 
hampered  by  a  number  of  artificial  barriers  that  serve  to  cut  the  consumer  ofT  from 
access  to  services  provided  by  these  competent  and  qualified  health  providers.  These 
barriers  include  restrictive  reimbursement  policies  by  Federal  and  state  programs 
and  private  insurers.  They  include  irrational  restrictions  on  nursing  practice  such 
as  physician  supervision  requirements  by  laws  and  regulations  at  the  state  level. 
We  have  a  Medicare  program  that  denies  payment  for  needed  health  care  services 
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by  nurse  practitioners  or  clinical  nurse  specialists  in  non-rural  areas,  including  un- 
derserved  urban  areas.  The  laws  regaroing  reimbursement  for  advanced  practice 
nurses  are  complicated  and  convoluted  as  to  which  categories  of  advanced  practice 
nurses  may  be  reimbursed,  in  what  geographic  areas,  who  may  be  paid  and  whether 
or  not  collaboration  with  other  health  providers  is  required.  They  are  confusing  and 
complex  enou^,  to  cturier,  provider  and  consumer  alike,  as  to  provide  a  barrier  to 
access  to  these  services  in  and  of  themselves.  In  addition,  the  New  York  state  Med- 
icaid program  denies  reimbursement  to  clinical  nurse  specialists,  even  when  they 
are  the  only  providers  willing  to  furnish  services  to  underscrved  Medicaid  recipi- 
ents. 

Laws  and  regulations  in  New  York  state  put  unneeded  restrictions  on  the  practice 
of  nurses,  including  advanced  practice  nurses.  These  barriers  prevent  nurses  from 
providing  services  such  as  routine  care  and  medications,  billing  insurance  compa- 
nies, operating  a  private  practice,  obtaining  clinical  privileges  or  admitting  patients 
to  a  hospitalTxhe  state's  restrictions  on  prescriptive  authority  for  advanced  practice 
nurses  is  another  barrier  to  health  care  and  promotes  the  costly  use  of  an  additional 
provider. 

Just  as  nurses  throughout  the  United  States  have  demonstrated  their  ability  to 
provide  high  quality,  cost  effective  and  accessible  health  services,  consumers  have 
shown  their  widespread  acceptance  of  these  services  and  their  willingness  to  con- 
tinue receiving  primary  care  services  from  nurses.  A  recent  Gallup  poll  revealed 
that  the  vast  majority  of  Americans  (86  percent)  are  willing  to  receive  everyday 
health  care  services  from  an  advanced  practice  registered  nurse  that  they  now  must 
go  to  a  physician  to  receive.  Only  twelve  (12)  percent  said  they  would  be  "unwilling" 
to  go  to  a  registered  nurse.  Nurses  are  currently  working  with  consumer-oriented 
organizations  in  order  to  promote  shared  principles  of  health  care  reform.We  are 
confident  that  as  the  American  public  becomes  more  familiar  with  the  prinriary  care 
services  that  nurses  can  provide,  and  as  more  Americans  have  an  opportunity  to  re- 
ceive such  care  from  nurses,  that  the  "unwilling"  category  will  decrease  sharply.  In 
fact,  we  believe  that,  based  on  the  experiences  of  advanced  practice  nurses  in  HMO, 
clinic,  and  private  practice  settings,  more  and  more  Americans  will  identify  nurses 
as  their  provider  from  whom  they  select  to  receive  primary  care  services. 

QUALITY  ISSUES 

As  health  care  reform  becomes  a  reality,  hospitals  and  other  health  care  institu- 
tions will  experience  increasing  pressure  to  contain  costs.  As  the  focus  of  the  health 
care  delivery  site  shifts  from  acute-care  institutions  to  community  based  care,  there 
will  be  an  increase  of  hospital  mergers  and  closures  of  hospitals  resulting  from  an 
oversupply  of  beds.  It  is  anticipated  that  some  hospitals  will  specialize  and  others 
will  integrate  services  such  as  home  health  and  nursing  homes. 

Nurses  have  had  an  opportunity  to  experience  first-hand  what  many  hospitals  do 
when  they  face  pressure  to  cut  costs.  In  the  last  few  years,  nurses  have  grown  in- 
creasingly alarmed  at  the  wholesale  reduction  in  quality  of  care  that  many  hospitals 
have  initiated  in  the  name  of  cost-savings  and  cost-efficiency.  Numbers  of  nurse  po- 
sitions have  been  cut  and  nurses  have  been  laid  off.  In  their  olace,  hospitals  have 
hired  unlicensed,  semi-skilled  personnel,  often  trained  by  the  nospitals  themselves 
in  brief  training  courses.  While  the  use  of  unlicensed  personnel  to  assist  registered 
nurses  is  not  new,  hospitals  in  the  last  few  years  have  greatly  expanded  the  use 
of  these  personnel,  both  in  numbers  and  in  the  range  of  functions  they  perfonn.  This 
has  happened  at  a  time  when,  due  to  a  number  of  factors,  the  severity  of  illness 
of  the  hospitalized  patient  population  has  increased  significantly.  As  a  result,  reg- 
istered nurses  find  themselves  carinjg  for  and  supervising  care  for  ever  greater  num- 
bers of  increasingly  sick  patients.  This  has  meant  a  continual  downgrading  of  care 
for  patients,  one  which  poses  a  real  risk  to  their  health  and  safety  while  hospital- 
ized. 

Many  hospitals  have  openly  stated-threatened,  if  you  will-that  they  will  increase 
the  trend  toward  downward  substitution  if  health  care  reform  is  enacted.  We  con- 
sider this  not  only  a  threat  to  nurses,  but  also  to  the  patients  we  care  for  patients 
who  literally  entrust  their  lives  to  the  hospitals.  We  believe  that  hospitals  must  ad- 
here to  strict  quality  controls  if  patient  care  is  to  be  protected.  Hosoitals  should  not 
be  permitted  to  sacrifice  patient  care  in  the  name  of  cost  efficiency.  vVe  believe  there 
must  be  mechanisms  to  protect  and  ensure  safe,  quality  care  both  in  the  long  run 
and  in  the  period  of  transition  to  a  reformed  health  care  system.  These  mechanisms 
must  include  the  development  of  patient  outcome  measures  as  well  as,  in  the  imme- 
diate period,  criteria  that  monitor  changes  in  hospital  staffing  and  patient  care  de- 
livery patterns  to  ensure  that  patient  care  is  not  compromised. 
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THE  HEALTH  CARE  WORKFORCE 


Critical  workforce  issues  are  raised  by  any  health  care  reform  plan  regarding  its 
effect  on  emplojnment.  Within  the  health  care  industry,  the  impacts  will  be  based 
on  the  types  of  jobs  individuals  hold.  Nurses  are  the  single  largest  groups  of  health 
care  providers.  It  is  estimated  that  fully  two-thirds  of  the  nation's  registered  nurses 
will  need  to  be  retrained  to  appropriately  staff  a  revised  health  system.  Althou^ 
we  are  optimistic  that  nurse  displacement  will  be  short  term,  it  will  be  essential 
that  a  retraining  and  redeployment  plan  be  designed  to  facilitate  that  transition. 
Nursing  believes  that  the  transition  plan  must  include  a  series  of  interim  quality 
protections  that  safeguard  patient  care  and  provide  for  re-training  and  re-deploy- 
ment of  health  care  personnel.  The  decision  of  hospitals  and  other  institutions  to 
significantly  alter  stamng  levels,  mix  or  re-ploy  personnel  should  be  guided  by  sev- 
eral basic  principles: 

— Advanced  public  disclosure  of  the  intention  to  merge,  close,  or  significantly  rede- 
ploy personnel; 

— Involvement  of  consumers  and  affected  professional  personnel  in  development 
and  implementation  of  educational  programs  and  other  means  for  re-deployment; 

— Evaluation  and  report  to  health  care  consumers; 

— Analysis  of  the  impact  of  the  re-deployment  on  patient  outcomes  and  other  qual- 
ity care  indicators;  ana 

— Assurance  that  re-deployment  plans  use  professional  personnel  in  accord  with 
licensure  laws,  educational  preparation  and  assessed  competence. 

In  addition,  a  national  transition  plan  for  the  health  care  workforce  should  con- 
tain, at  a  minimum: 

— Retraining  and  relocation  programs  to  prepare  personnel  to  assume  positions  in 
primary  health  care,  public  health,  and  critical  care  across  a  variety  of  nealth  care 
delivery  settings; 

— Use  of  conversion  boards  to  assess  the  opportunity  for  the  hospital  or  institution 
to  be  converted  to  some  other  use  in  order  to  keep  the  jobs  in  the  community; 

— Institution  of  training  programs  on  "How  to  Start  a  Business"  and  access  to 
small  business  loans  in  order  to  encourage  nurses  and  other  providers  to  establish 
small  community  health  care  clinics  to  benefit  their  communities; 

— Pre -notification  to  providers  and  the  community  of  any  hospital  closure  or  merg- 
er; 

— Continuation  of  health  and  pension  benefits  for  health  care  personnel; 

— Continuation  of  HIV  disability  coverage; 

— Limits  on  discounting  health  care  services  to  prevent  cost  shifting;  and 

— ^Annual  public  reports  about  the  impact  of  major  institutional  changes  in  stafT- 
ing  levels,  mix,  or  deployment  on  the  quality  of  care  delivered. 

The  situation  of  a  re-focused  health  care  workforce  must  be  monitored  very  care- 
fully throughout  the  transition  period  and  into  the  enactment  of  health  care  reform. 
Should  there  be  significant  increases  or  changes  in  morbidity  or  mortality  rates  or 
increases  in  adverse  occurrences  (i.e.,  falls,  infections,  medication  errors)  or  other 
indicators  of  change  in  the  quality  of  care  in  hospitals,  then  more  aggressive  steps 
to  ensure  quality  patient  care  will  need  to  be  enacted  such  as  a  decertification  or 
fine  system  for  hospitals  not  complying  with  quality  standards. 

Nursing  cautions,  however,  that  training  opportunities  envisioned  for  low  skilled 
workers  in  the  health  care  industry  (clerical  and  administrative  support  positions) 
may  inadvertently  increase  the  pool  of  another  group  of  low  skiUed  wo  risers  (such 
as  nurses'  aides,  nursing  technicians,  nursing  assistants).  Nursing  is  concerned  that 
any  emphasis  on  short-term  and  on-the-job  training  as  well  as  the  use  of  the  term 
"higher  value  added  health  care  jobs"  without  defining  such  jobs  will  increase  the 
number  of  low  skiUed  health  care  providers.  This  goal  neither  meets  the  health  care 
needs  of  the  nation,  or  is  in  the  best  interest  of  these  workers,  most  of  whom  are 
women.  Rather,  increasing  the  pool  of  professional  health  care  providers  is  critical. 

Another  issue  associated  with  a  decreasing  demand  for  hospital  based  nurses  is 
the  possible  decline  in  nursing  wages.  To  minimize  this  downward  pressure  on 
wages,  the  current  and  future  supply  of  nursing  labor  must  be  channelea  away  from 
settings  with  decreasing  demand  and  into  higher  growth  areas.  To  maximize  nurses' 
earnings  and  avoid  serious  imbalance  in  the  supply  and  demand  for  nurses,  a  spe- 
cific plan  to  systematically  assess,  manage  and  evaluate  the  recruitment,  education 
and  utilization  of  nurses  is  needed. 

NURSING  EDUCATION 

Health  care  reform  will  require  a  refocusing  of  knowledge  and  skills  for  nursing 
faculty  and  future  nurses.  With  greater  emphasis  on  prevention  and  early  interven- 
tion, as  well  as  a  decreased  need  for  acute  care  nurses,  nursing  education  will  need 
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to  be  re-focused  on  primary  health  care  and  the  management  of  acute  minor  illness 
and  complex  chronic  diseases.  Skills  in  case  management,  discharge  planning,  su- 
pervision of  health  personnel,  and  financial  planning  will  be  essential.  Fortunately, 
many  nurses  are  skilled  in  these  vital  areas,  but  many  more  will  be  needed. 

The  trend  that  will  occur  in  a  health  care  reform  environment  which  is  of  most 
significance  to  nurses  is  the  shift,  in  balance  between  episodic,  hi^  cost,  specialty 
focused,  hospital  based  tertiary  care  to  primary  and  preventive  care  delivered  in  a 
range  of  amoulatory  care  settings  by  a  variety  of  practitioners.  This  shift-  is  already 
occurring,  as  witnessed  by  the  rapid  growth  in  home  care  and  ambulatory  care  serv- 
ices. 

Since  World  War  II,  the  majority  of  nurses  have  been  educated  for  and  employed 
in  hospitals.  Significant  educational  efforts  on  both  the  part  of  individual  nurses  and 
the  health  system  are  now  needed  to  focus  on  the  delivery  of  primary  health  care 
services.  To  fund  nurse  education,  new  programs  need  to  be  established  to  increase 
the  supply  of  nurses  prepared  to  work  in  primary  care. 

According  to  the  National  Sample  Survey  of  Nurses  (1988),  there  are  approxi- 
mately 125,000  registered  nurses  working  in  physician  offices,  freestanding  clinics, 
ambulatory  surgical  centers,  health  maintenance  organizations  and  other  ambula- 
tory care  settings.  In  addition,  there  are  approximately  11,000  registered  nurses 
working  in  community/public  health  settings,  48,000  in  school  health,  and  another 
22,000  in  occupational  health.  With  the  appropriate  funding  support,  this  pool  of 
generalist  nurses  could  begin  to  rapidly  increase  the  nation's  supply  of  primary  care 
providers. 

The  American  Nurses  Association  has  specifically  recommended  that  an  amount 
equal  to  10  percent  of  direct  Graduate  Medical  Education  (GME)  funds  be  used  in 
a  manner  similar  to  that  used  in  the  GME  program  for  physicians.  The  funds  would 
be  allocated  to  support  the  education  and  training  of  primary  care  nurses  and  spe- 
cialty advanced  practice  nurses,  such  as  certified  registered  anesthetists.  The  funds 
would  enable  hospitals  to  maintain  quality  service  and  cost  effectiveness.  Because 
of  the  importance  of  advanced  practice  nurses  to  the  delivery  of  care,  a  constant 
stream  of  dollars  is  needed  to  support  the  education  and  training  of  these  providers 
on  a  basis  similar  and  equal  to  resident  physicians.  Nursing  believes  that  this  fund 
must  be  in  addition  to  the  current  Nurse  Ediication  Act  program. 

Funds  are  needed  to  develop  retraining  opportunities  for  nurses  who  are  forced 
to  leave  the  tertiary  care  workforce  for  community,  primary  and  preventive  care 
practice  areas  including  post-master's  certificate  programs  to  enhance  the  primary 
care  skills  and  abilities  of  clinical  nurse  specialists  and  other  master's  prepared 
nurses.  BSN  programs  will  need  to  be  expanded  to  assist  the  diploma  and  associate 
degree  nurses  employed  in  acute  care  settings  to  rapidly  obtain  a  BSN  in  order  to 
enhance  their  community,  public  health  ano/or  critical  care  knowledge  and  skills. 
In  addition,  hospitals  will  need  assistance  to  provide  continuing  education  to  acute 
care  nurses  for  acquisition  of  community  care  nursing  skills.  These  BSN  assistance 
programs  and  continuing  education  programs  are  essential  in  order  to  prepare 
nurses  to  make  the  transition  from  hospital  to  community  based  nursing  care. 

In  addition  to  preparing  primary  care  providers  and  other  nurses,  it  is  also  of  im- 
portance to  ensure  that  there  is  an  adeauate  supply  of  nurse  educators,  both  at  the 
undergraduate  and  graduate  levels  of  education.  Existing  nursing  faculty  may  need 
additional  training  tnemselves  in  order  to  become  nurse  practitioner  and  other  ad- 
vanced practice  nurse  educators. 

Nursing  strongly  supports  increasing  the  cultural  diversity  of  the  health  care 
workforce  by  supporting  programs  aimed  at  under-represented  ethnic,  minority  and/ 
or  disadvantaged  persons.  Such  efforts  are  needed  to  recruit  and  retain  students  to 
nursing  and  other  professions  and  to  increase  the  number  of  minority  faculty  and 
researchers  in  the  health  professions. 

RESURGENCE  OF  THE  PUBUC  HEALTH  SYSTEM 

Increased  funding  for  public  health  progremis  at  a  state  level  is  critical  to  the  fu- 
ture health  and  well  bemg  of  a  diverse  population.  The  original  mission  of  public 
health  programs  must  be  restored  to  focus  on  community  prevention  rather  than  di- 
rect deuvery  of  health  services.  Core  public  health  activities  as  data  collection;  sur- 
veillance and  monitoring;  protection  of  the  environment,  housing,  food,  and  water; 
and  disease  investigation  and  control  must  be  restored  and  expanded. 

There  is  a  need  lor  a  strong  public  information  and  education  component  to  mobi- 
lize communities  and  motivate  individuals  to  reduce  risks  to  health.  Nursing  stands 
ready  to  lead  community  and  individual  efforts  to  reduce  some  of  our  deadliest  and 
costliest  health  risks — tobacco  use,  drug  and  alcohol  abuse,  sexual  activity  that  in- 
creases the  prevalence  of  HIV  infection  and  other  sexually  transmitted  diseases,  in- 
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adequate  or  poor  nutrition,  physical  inactivity,  and  the  lack  of  childhood  immuniza- 
tions. 

ADMINISTRATIVE  SIMPUFICATION  AND  COST  SAVINGS 

Nurses  throu^out  the  nation  breathed  a  collective  sigh  of  relief  when  the  Presi- 
dent outlined  the  need  to  simplify  the  mounting  paf)erwork  and  other  administra- 
tive requirements  that  burden  our  health  care  system.  We  know  firsthand  what  a 
waste  of  professional  time  these  requirements  can  represent.  Too  often,  nurses  are 
forced  to  take  time  away  from  patient  care  and  devote  it  to  filling  out  forms.  It  has 
been  estimated  that  a  staff  nurse  fills  out  an  average  of  19  forms  per  patient.  Thus, 
NYSNA  advocates  the  single  paper  proposal  as  the  most  effective  way  to  pare  down 
and  simplify  paperwork  and  other  wasteful  administrative  requirements. 

However,  we  need  to  draw  a  distinction  here  between  completion  of  insurance 
forms  and  other  activities  that  serve  little  other  than  facilitating  the  flow  of  paper- 
work and  bureaucracy,  and  efforts  that  do  facilitate  maintaining  and  improving 
quality  and  patient  care  standards.  We  need  enhanced  data  collection  that  is  related 
to  qufdity  of  care,  development  of  outcomes  criteria  and  other  activities  that  are  di- 
rectly relevant  to  patient  care.  As  health  care  professionals,  we  regard  this  as  im- 
portant and  necessary.  The  distinction  we  make  is  between  needless  and  endless  pa- 
perwork and  the  collection  of  patient  care  information  that  leads  to  continuous  im- 
provement in  the  quality  of  care.  We  are  more  than  happy  to  give  up  the  former 
and  opt  for  the  latter. 

CONCLUSION 

Mr.  Chairman,  we  commend  the  Committee  for  holding  this  hearing  and  for  work- 
ing so  diligently  to  find  solutions  to  the  health  care  crisis.  We  appreciate  this  oppor- 
tunity to  ^are  our  views  with  you  and  look  forward  to  continuing  to  work  with  you 
as  comprehensive  health  care  reform  legislation  is  developed.  Thajak  you. 

Senator  Metzenbaum.  Our  last  witness  on  this  panel  is  Dr. 
Konner.  Dr.  Konner  is  from  Atlanta,  GA.  We  are  very  happy  to 
have  you  with  us,  sir.  Please  proceed. 

Dr.  Konner.  Thank  you.  My  name  is  Melvin  Konner  and  I  have 
an  M.D.,  as  well  as  a  Ph.D.  in  anthropology.  To  my  mother's  regret, 
I  don't  practice  medicine,  but  teach  and  write  about  medicine  and 
society.  I  understand  the  viewpoint  of  the  practicing  physician,  but 
get  no  part  of  my  income  from  the  delivery  of  care.  I  am  listed  as 
a  provider  on  your  docket,  but  that  is  actually  not  right. 

By  the  way,  I  hate  the  word  "provider."  I  don't  see  why  we  can't 
call  people  caregivers  or  health  professionals.  I  think  "provider"  is 
actually 

Senator  Metzenbaum.  Would  your  mother  like  to  testify  on  the 
second  panel?  [Laughter.] 

Dr.  Konner.  I  think  the  word  "provider"  is  actually  a  way  of  in- 
sulting nurses,  doctors,  and  other  caregivers. 

I  have  to  part  from  my  text  because  when  Senator  Wellstone 
mentioned  micromanagement  I  was  reminded  of  this  time  at  Beth 
Israel  Hospital  in  Boston  when  I  was  in  medical  school.  My  beeper 
woke  me  up  at  5:00  a.m.  and  I  ran  up  three  flights  of  stairs  to  be 
part  of  a  team  resuscitating  a  very  unfortunate  83-year-old  lady 
who  was  dying  of  lung  cancer  and  was  also  demented.  I  was  lit- 
erally breathing  for  her  with  a  hand-operated  breathing  bag  when 
I  realized  there  was  some  commotion  among  the  residents,  and  I 
asked  a  few  questions  and  found  out  that  the  chief  resident,  the 
young  doctor  who  was  the  chief  resident,  was  on  the  phone  with 
the  hospital  s  lawyer,  who  was  on  another  line  with  the  lady's  nurs- 
ing home's  lawyer  to  find  out  if  the  resuscitation  had  to  continue. 
Talk  about  micromanagement,  but  it  did  continue  and  she  had  no 
next  of  kin,  so  that  lawyer  made  the  decision.  I  thought  to  myself 
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as  I  continued,  well,  at  least  the  lawyers  are  also  up  at  5:00  a.m. 
[Laughter.] 

That  kind  of  micromanagement  not  only  by  lawyers,  but  by  bean- 
counters  and  phone  iockeys  and  other  representatives  of  the  insur- 
ance companies  has  become  far,  far  more  common  than  it  was  then. 

Due  to  serious  illness  in  my  family,  I  also  know  how  it  feels  to 
be  at  the  other  end  of  the  stethoscope,  so  it  is  a  privilege  for  me 
to  have  vour  attention  even  brieflv. 

President  Clinton  asked  us  to  let  six  basic  values  and  principles 
guide  our  efforts — security,  simplicity,  savings,  choice,  quality,  and 
responsibility.  I  agree,  but  argue  that  his  plan  will  not  meet  these 
goals,  while  a  single-payer  system  will. 

Security:  This  means  universal  coverage  phased  in  over  5  to  7 
years,  but  his  plan  preserves  the  outmoded  link  between  employ- 
ment and  healtn  care,  so  weakens  the  security  of  those  who  change 
jobs  or  retire  early.  It  allows  large  companies  to  opt  out  of  the  sys- 
tem, giving  them  almost  complete  control  over  their  employees' 
health  care,  and  it  leaves  serious  questions  about  how  rural  Amer- 
ica will  be  covered. 

Single-payer  ensures  security  for  every  citizen  through  an  agency 
appointed  by  State  government.  Job  status  has  no  bearing,  so  no 
inertia  in  the  labor  market  results  from  fear  of  reduced  benefits, 
and  there  is  no  delay  while  millions  of  vulnerable  small  businesses 
buffer  themselves  against  the  shock  of  an  employer  mandate. 

Simplicity:  The  Clinton  plan  adds  several  new  layers  of  bureauc- 
racy. Single-payer  is  simply  that,  a  single  agency  at  the  State  level 
that  pays  for  all  health  care — no  duplication  of  effort,  no  middle- 
man, no  profits  for  corporate  giants.  Doctors  remain  independent 
and  patients  fi'ee  to  choose.  The  difference  between  the  24  cents  on 
the  health  care  dollar  that  we  spend  on  administration  and  the  11 
cents  that  Canada  spends — 13  cents  simply  thrown  away — would 
cover  the  uninsured. 

Savings:  Economists  across  the  political  spectrum  have  chal- 
lenged the  prospect  of  savings  under  the  Clinton  plan.  The  Health 
Care  Financing  Administration  estimated  that  such  a  plan  would 
add  between  $100  and  $150  billion  annually,  an  increase  of  10  to 
15  percent.  Single-payer  costs  far  less.  Serious  projections  range 
from  an  8-percent  decrease  to  a  5-percent  increase.  The  General 
Accounting  Office  projected  a  decrease  of  0.4  percent. 

Choice:  Under  the  Clinton  plan,  Americans  will  be  urged  into 
managed  care  plans,  each  offering  only  a  narrow  choice  of  doctors. 
A  study  in  the  Journal  of  the  American  Medical  Association  in  Au- 
gust surveyed  17,000  patients  in  3  cities.  Between  62  and  69  per- 
cent of  the  patients  who  saw  doctors  in  small  offices — that  is,  inde- 
pendent practices — rated  their  own  care  as  excellent,  but  for  HMOs 
excellent  ratings  were  much  lower,  37  to  55  percent.  "Patients 
bounce  around  in  these  systems  "  one  of  the  researchers  said.  "It 
is  the  dark  side  of  managed  care. 

Single-payer  leaves  the  patient's  choice  of  doctor  completely  open. 
There  are  no  networks  to  join,  no  private  insurance  plans  to  weigh 
against  each  other,  just  the  traditional  doctor-patient  relationship 
functioning  in  an  open-market  context.  Single-payer  is  not  social- 
ized medicine.  British  and  Canadian  medicine  do  not  resemble  each 
other.  In  a  Harris  poll,  97  percent  of  Canadians  said  they  liked 
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their  system.  Single-payer  combines  some  of  the  best  conservative 
values — ^freedom  of  cnoice  among  doctors  who  are  independent  en- 
trepreneurs, and  effective  cost  control — with  the  liberal  goal  of  uni- 
versal coverage. 

Quality:  We  hear  that  America  has  the  world's  best  health  care, 
but  managed  care  plans  have  already  lowered  its  quality.  Under 
the  Clinton  plan,  new  tiers  of  bureaucrats  micromanage  the  doctor- 
patient  relationship.  Doctors  lose  authority  and  patients  lose  con- 
fidence, while  insurers  gain  a  great  deal  of  money.  Single-payer  al- 
lows for  national  guidelmes,  but  interferes  much  less  with  the  doc- 
tor-patient relationship.  It  also  helps  rectify  the  imbalance  between 
front-line  primary  care  and  high-tech  specialty  care  that  plagues 
our  system  today.  Over-treatment  is  costly,  painful,  and  dangerous, 
and  is  far  from  synonymous  with  quality. 

Responsibility:  The  Clinton  administration  attempts  to  achieve 
this  with  copayments,  but  disincentives  for  timely  care  only  in- 
crease costs  down  the  line.  Americans  have  improved  their  health 
habits.  Education  and  prevention  programs,  with  the  recognition  of 
the  value  of  time  in  the  doctor-patient  encounter,  will  strengthen 
this  trend. 

Conclusion:  Only  one  function  is  served  by  the  Clinton  plan  that 
is  not  better  served  by  single-payer.  It  preserves  the  market  posi- 
tion of  the  insurance  business  giants.  For-profit  insurers  don't 
lance  a  boil,  vaccinate  a  child,  take  out  an  appendix,  or  comfort  a 
grieving  relative.  Yet,  theirs  has  been  the  decisive  voice  in  reform 
which  will  bring  them  vast  windfall  profits.  They  are  now  moving 
aggressively  into  medical  care  itself  and  may  soon  have  a  vertical 
monopoly  on  America's  health  care. 

Under  single-payer,  the  for-profit  insurers  would  be  out  of  the 
health  business.  Then  perhaps  we  would  see  that  health  care  was 
never  a  business  in  the  first  place.  It  was  and  is  a  public  good  to 
be  managed  as  a  public  trust.  Single-payer  would  give  us  independ- 
ent doctors  and  public  financing,  neither  the  nationalized  medicine 
of  the  British  nor  the  imaginary  markets  of  managed  competition, 
but  the  best  compromise  between  professional  entrepreneurship 
and  community  responsibility. 

The  health  care  crisis  is  a  major  illness.  Managed  competition  is 
aspirin  and  a  band-aid.  When  Ajnerica  calls  in  the  morning,  it  will 
be  in  greater  pain.  It  urgently  needs  a  more  sensible,  serious,  and 
informed  intervention,  not  the  minor  tinkering  of  managed  com- 
petition. Why  not  simplify  health  reform,  the  single-payer  pro- 
ponents have  asked.  Why  not  indeed  simplify,  democratize,  and 
while  we  are  at  it  keep  our  free  choice  of  doctor? 

Thank  you. 

[The  prepared  statement  of  Dr.  Konner  follows:] 

Prepared  Statement  of  Melvin  Konner,  M.D. 

My  name  is  Melvin  Konner,  and  I  teach  human  biology  and  medical  anthropology 
at  Emory  University  in  Atlanta.  I  hold  Ph.D.  and  M.D.  degrees  from  another  noted 
institution  of  higher  learning  where,  after  six  years  on  the  faculty,  I  attended  medi- 
cal school.  You  may  well  imagine  my  mother's  disappointment  when,  upon  getting 
my  M.D.,  I  went  back  to  being  a  professor  again.  But  I  thought  I  had  more  to  offer 
as  an  observer  of  the  relationship  between  medicine  and  society  than  as  a  practi- 
tioner. I  have  authored  three  well-received  books  on  this  relationship,  and  have 
taught  for  many  years  about  it.  I  understand  the  viewpoint  of  the  practicing  physi- 
cian, but  I  get  no  portion  of  my  income  from  the  delivery  of  care,  and  so  nave  no 
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special  interest  in  the  economic  results  of  reform.  Due  to  some  serious  illnesses  in 
my  immediate  family,  I  also  know  how  it  feels  to  be  on  the  other  end  of  the  stetho- 
scope. 

My  testimony  reflects  only  my  own  opinion,  not  that  of  any  institution  or  organi- 
zation. However,  I  revere  the  institution  that  you  represent,  and  I  consider  it  a 
privilege  to  have  your  attention  even  briefly.  As  I  have  told  some  of  my  more  cynical 
students,  if  you  aon't  believe  in  the  United  States  Senate,  you  don't  really  believe 
in  democracy.  I  know  it  would  do  you  no  service  for  me  to  be  less  than  frank,  and 
I  hope  and  trust  that  you  will  take  my  frankness  as  a  sign  of  respect.  1  do  not  think 
that  health  care  reform  is  nearly  as  complex  as  it  has  been  made  to  seem  The  Amer- 
ican people  are  confused  by  the  Clinton  proposal,  as  we  all  are  if  we  are  honest. 
This  connision  is  not  inherently  necessary. 

In  his  speech  on  September  22,  President  Clinton  told  us  that  "every  successful 
journey  is  guided  by  lixed  stars — basic  values  and  principles"  that  "must  embody 
our  efiorts  to  reform  America's  health  care  system:  security,  simplicity,  savings, 
choice,  quality,  and  responsibility."  Taking  him  at  his  word,  I  will  look  at  how  well 
his  proposed  reforms — as  far  as  we  can  understand  them  in  the  absence  of  actual 
legislation — steer  by  these  stars.  More  impwrtantly,  I  will  try  to  show  you  that  an- 
other vessel  on  these  rough  waters,  the  good  ship  Single  Payer,  has  reckoned  a  truer 
course  by  the  same  six  stars. 

Security:  By  security  President  Clinton  means  universal  reliable  coverage.  In  his 
speech  to  the  Governors  in  August,  he  predicted  a  five  to  seven  year  delay  in  achiev- 
ing this  goal.  Among  those  who  wsiit  will  be  millions  of  hard-working  people  and 
their  children — people  working  on  fanns  and  in  building  trades,  in  repair  and  serv- 
ice businesses,  all  of  whom  oeserve  better.  The  plan  preserves  the  outmoded  link 
between  employment  and  health  care,  and  so  jeopardizes  the  security  of  those  who 
change  jobs  or  retire  early,  even  though  some  effort  will  be  made  to  cover  them.  It 
allows  large  companies  to  opt  out  of  the  health  alliances,  giving  them  almost  com- 
plete control  over  their  employees'  health  care.  And  it  leaves  serious  questions  about 
now  the  one-third  of  Americans  living  in  rural  areas,  where  managed  competition 
cannot  work,  will  be  covered.  The  benefits  package  looks  good,  but  cutbacks  are  like- 
ly as  a  handful  of  giant  insurance  firms  assess  their  market  position  and  consider 
the  needs  of  their  stockholders. 

Single  payer  plans  ensure  security  straightforwardly.  Every  citizen  is  covered  by 
an  agency  appointed  by  state  government.  Employment  status  has  no  bearing  on 
coverage,  and  so  no  inertia  in  the  labor  market  results  from  fear  of  lost  or  reduced 
benefits — that  is,  there  is  no  '^ob  lock."  Since  there  is  no  employer  mandate,  there 
is  no  need  to  let  years  go  by  while  millions  of  vulnerable  small  businesses  buffer 
themselves  against  the  shock  of  such  a  mandate. 

Simplicity:  This  where  the  two  approaches  differ  most  strongly.  The  Clinton  plan 
will  add  several  new  layers  of  bureaucracy,  including  a  National  Health  Board,  pur- 
chasing cooperatives  called  Health  Alliances,  and  various  county  and  state  entities 
that  will  vie  for  administrative  aegis.  Doctors  and  patients  will  have  hospital  bu- 
reaucrats looking  over  their  shoulders,  while  managed  care  bureaucrats  look  over 
theirs,  while  insurance  company  bureaucrats  look  over  theirs,  while  the  National 
Health  Board  looks  over  theirs. 

Single  payer  is  simply  that:  a  single  agency  at  the  state  level  that  pays  for  all 
health  care.  No  duplication  of  effort,  no  middleman,  and  no  profits  for  corporategi- 
ants.  Doctors  remain  relatively  independent  and  patients  remain  free  to  choose.  The 
difference  between  the  24  cents  on  the  health  care  dollar  that  we  spend  on  adminis- 
tration and  the  11  cents  that  Canada  spends — 13  cents  simply  thrown  away — would 
suffice  to  cover  the  uninsured. 

Savings:  Cost  control  is  high  on  every  list  of  priorities,  since  America's  long-term 
commitment  to  health  care  and  its  international  competitiveness  are  jeopardized  by 
health  care  hyperinflation.  I  will  not  dwell  on  the  difficulty  of  achieving  savings 
under  the  Clinton  plan,  since  economists  across  the  political  spectrum  have  chtu- 
lenged  the  likelihood  of  savings  anywhere  near  as  large  as  those  the  administration 
is  expecting.  The  Health  Care  Financing  Administration  itself,  in  early  May  1993, 
estimated  tnat  a  plan  like  the  one  introduced  by  the  Clintons  would  add  lietween 
$100  and  $150  billion  annually,  an  increase  of  10  to  IS  percent,  if  the  uninsured 
are  really  to  be  covered. 

Single  payer  will  aichieve  that  goal  at  much  lower  cost.  An  April  1993  Congres- 
sional Budget  Office  Staff  Memorandum  reviewed  four  different  serious  estimates 
of  the  change  in  our  nation's  health  expenses  under  a  single  payer  system.  They 
range  from  an  8  percent  decrease,  estimated  by  Physicians  for  a  National  Health 
Program,  to  a5  percent  increase,  estimated  by  the  Congressional  Budget  Office  it- 
self. The  General  Accounting  Ofiice  projected  a  decrease  of  0.4  percent  and  an  inde- 
pendent research  group  publishing  in  Health  Affairs,  a  4.2  percent  increase.  The 
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cost  of  the  transition  to  the  Clinton  plan  is  at  least  twice  that  of  moving  to  single 
payer,  and  possibly  much  more. 

Choice:  Under  the  Clinton  plan,  choice  wiU  decline  dramatically.  Americans  will 
be  herded  into  managed  care  plans  like  HMOs  and  PPOs,  each  of  which  will  offer 
only  a  narrow  choice  of  doctors.  The  idea  is  a  simple  one  in  terms  of  profits.  Man- 
aged care,  the  bread  and  butter  of  the  new  breed  of  insurers,  isn't  profitable  unless 
you  have  administrative  efliciency.  That  means  not  having  to  deal  with  a  large 
number  of  different  doctors'  offices,  with  their  different  procedures  and  personnel. 
And  that  in  turn  means  little  or  no  choice.  Patients  in  these  plans  are  very  dissatis- 
fied. A  study  published  in  the  Journal  of  the  American  Medical  Association  on  Au- 
gust 18,1993  measured  the  ratings  given  by  over  17,000  patients  in  three  different 
cities  to  small  doctors'  offices,  large  medical  practices,  and  HMOs.  Between  62  and 
69  percent  of  the  patients  who  saw  doctors  in  small  offices  rated  their  care  as  excel- 
lent. These  are  the  kinds  of  practices  that  the  Clinton  plan  will  gradually  eliminate, 
as  health  alliances  gobble  up  all  the  patients  and  structure  incentives  to  favor  large 
health  plans  like  HMOs.  Yet  for  HMOs  in  the  study,  excellent  ratings  were  much 
lower,  ranging  from  37  to  55  percent.  'Tatients  bounce  around  in  these  systems," 
one  of  the  researchers  said.  "It's  the  dark  side  of  managed  care." 

HMO  patients  wait  a  long  time  for  a  short  appointment.  Patients  of  independent 
doctors — the  kind  most  of  us  wUl  be  unable  to  afford  under  the  Clinton  plan — were 
much  more  satisfied  with  their  doctor's  explanation  of  the  illness  and  its  treatment. 
Most  important,  they  were  more  likely  to  feel  that  their  doctor  cared  about  their 
well-being.  The  main  effect  of  the  Clinton  plan  will  be  to  urge  vast  numbers  of 
Americans  who  now  see  independent  doctors  into  HMOs.  Few  independent  doctors 
will  be  able  to  survive.  Meanwhile  their  Canadian  counterparts  will  be  going  about 
their  work  in  relative  freedom,  with  a  level  of  earnings  that  rewards  them  fairly 
for  their  hassle-free  professional  activities. 

Single  payer  leaves  the  patient's  choice  of  doctor  completely  open.  It  is  just  that 
simple.  There  are  no  networks  to  join,  no  private  insurance  plans  to  wei^  against 
each  other,  just  the  traditional  doctor-patient  relationship  functioning  in  an  open- 
market  context.  Single  payer  is  not  socialized  medicine.  British  and  Canadian  medi- 
cine do  not  resemble  each  other.  Single  payer  combines  some  of  the  best  conserv- 
ative values — freedom  of  choice  among  doctors,  who  are  in  turn  independent  entre- 
preneurs, and  effective  cost  control — with  the  liberal  goal  of  universal  coverage,  by 
rationalizing  the  process  of  payment. 

Quality:  President  Bush  used  to  say  that  America  has  the  best  health  care  in  the 
world,  and  we  mustn't  jeopardize  it.  President  Clinton  modified  this  to  say  that  for 
those  who  have  access,  America  has  the  best  care.  Neither  statement  is  true.  Man- 
aged care  has  hurt  ouality,  with  long  waits  for  short  visits  and  poor  doctor-patient 
relationships.  In  adoition,  overtreatment  is  rampant  in  America,  with  Rand  Cor- 
poration and  other  studies  showing  tens  of  thousands  of  unwarranted  coronary'  by- 
pass operations,  pacemaker  implantations,  caesarean  sections,  hysterectomies, 
prostatectomies,  and  other  major  surgeries  every  year.  Overuse  of  invasive  diag- 
nostic procedures  is  also  widespread,  and  unnecessary  tests  in  general  probably 
number  in  the  millions.  Aside  from  their  cost,  these  procedures  are  uncomfortable 
and  dangerous.  Overtreatment  compromises  the  quality  of  care  almost  as  much  as 
does  undertreatment.  Comedian  Milton  Berle  used  to  say  that  one  of  the  amazing 
things  about  doctors  is  that  they  cure  poor  people  faster.  Today,  if  the  poor  are  un- 
insured, they  may  not  get  cured  at  all,  while  if  they  are  covered  by  Medicare  or 
Medicaid  they  get  curedjust  as  slowly  and  just  as  expensively  as  rich  people.  The 
Clinton  plan  does  little  to  reduce  incentives  for  overtreatment. 

Single  payer  allows  for  the  widespread  application  of  national  guidelines  for  treat- 
ment, and  n)r  a  national  bank  of  data  on  treatment  outcomes.  If  experience  in  other 
countries  is  any  guide,  it  will  also  ensure  that  our  current  grotesque  imbalance  be- 
tween prevention  and  intervention,  and  between  front-line  primary  care  and  high- 
tech  specialized  care,  will  be  rectified. 

Responsibility:  This  is  a  goal  that  must  be  reached  by  any  woricing  health  care 
system.  The  Clinton  administration  attempts  to  achieve  this  with  copayments.  Sin- 
gle-payer advocates,  who  tend  to  have  a  deep  understanding  of  the  role  of  preven- 
tion, realize  that  there  must  be  no  disincentives  for  timely  care — they  only  increase 
costs  down  the  line.  Americans  have  shown  a  clear  willingness  to  improve  their 
health  habits  over  the  past  three  decades,  and  a  marked  reduction  in  the  rate  of 
heart  disease  has  resulted.  I  believe  that  an  appropriate  increase  in  funding  for  edu- 
cational and  preventive  medicine  programs,  together  with  a  recognition  of  the  value 
of  time  in  the  doctor-patient  encounter,  will  serve  to  augment  further  Americans' 
sense  of  individual  responsibility  for  health. 

Conclusion:  The  Clinton  plan  serves  all  these  goals  less  well,  and  the  most  impor- 
tant ones  far  less  well,  than  does  the  single  payer  bill  (S.  491)  introduced  in  the 
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Senate  by  Paul  Wellstone  of  Minnesota.  There  ia  only  one  function  served  by  the 
Clinton  plan  that  is  not  served  by  single  payer:  it  preserves  the  market  position  of 
the  insurance  business  giants.  They  extract  hundreds  of  billions  from  our  national 
health  care  fund.  In  return  they  oner  inefficient  administration  and  harassment  of 
caregivers.  In  other  countries  without  for-profit  insurers,  this  administrative  job  is 
done  by  a  far  smaller  corps  of  people,  for  no  purpose  except  the  public  good.  For- 
profit  insurers  don't  lance  a  boil,  vaccinate  a  child,  take  out  an  appendix,  or  comfort 
a  grieving  relative.  Yet  theirs  has  been  the  decisive  voice  in  the  Clintons'  reform 
process,  which  will  bring  them  vast  windfall  profits. 

In  theory,  each  local  region  will  have  several  health  alliances  that  will  force  insur- 
ance plans  to  compete  for  their  business.  In  reality  only  the  largest  and  best  capital- 
ized of  insurers  will  be  able  to  compete.  The  five  largest  companies  have  voted  with 
their  feet:  they  have  split  from  the  Health  Insurance  Association  of  America  to  form 
the  Coalition  for  Managed  Competition.  An  executive  vice  president  of  Prudential 
said  in  the  company  newsletter  recently,  "For  [Prudential]  the  best-case  scenario  for 
reform — preferaole  even  to  the  status  quo — would  be  enactment  of  a  managed  com- 
petition proposal." 

This  hanoful  of  businesses  is  moving  aggressively  into  the  delivery  of  care  itself. 
Prudential,  Metropolitan  Life,  Cigna,  ana  Aetna  nave  each  acquired  HMOs  and 
other  managed  care  companies  that  enroll  millions  of  people.  As  Kenneth  S. 
Abramowitz,  an  industry  analyst,  put  it,  "I  envision  the  insurance  companies  trans- 
forming themselves  into  HMOs  or  ^tting  out  of  the  business."  This  is  likely  to  re- 
sult in  a  vertical  monopoly  on  America's  health  care. 

Under  a  single  payer  system  the  for-profit  insurers  would  be  where  they  belong: 
out  of  the  health  business  altogether.  Then  perhaps  we  will  be  able  to  remember 
that  health  care  was  never  a  business  in  the  first  place.  It  was,  and  is,  a  public 
good,  that  should  be  managed  as  a  public  trust.  What  we  really  need  is  what  the 
Canadian  plan  would  give  us:  independent  doctors  and  public  financing — neither  the 
nationalized  medicine  of  the  British  nor  the  imaginary  markets  of  managed  competi- 
tion, but  the  best  compromise  between  professional  entrepreneurship  and  commu- 
nity responsibility. 

iTie  smgle  payer  concept  is  the  crest  of  a  breaking  wave  of  real  reform.  It  is  now 
supported  by  89  Congressmen  and  women,  five  Senators,  Consumers  Union,  Ralph 
Nader's  FHiblic  Citizen,  Citizen  Action,  the  New  England  Journal  of  Medicine,  tne 
American  Public  Health  Association,  5,500  members  of  Physicians  for  a  National 
Health  Program,  the  American  Medical  Student  Association — as  usual,  far  ahead  of 
their  elders  in  the  profession — the  Interreligious  Council  on  Health  Reform,  The 
New  Yorker,  The  Atlanta  Journal-Constitution,  and  labor  organizations  from  the 
Screen  Actors  Guild  to  the  Ladies'  Garment  Workers.  This  is  not  the  wave  of  the 
future,  but  of  the  present. 

We  hear  again  and  again  the  claim  that  single  payer  systems  are  politically  unac- 
ceptable. Once,  the  progressive  income  tax  was  politically  unacceptable.  Social  secu- 
rity, integration  of  the  armed  forces.  Medicare,  voting  rights — all  politically  unac- 
ceptable. If  we  let  the  most  timid  among  us  blaze  our  paths  to  the  future,  we  would 
stUl  be  lost  in  a  nineteenth  century  jungle,  trying  to  find  a  clearing  for  child  labor 
laws  and  the  regulation  of  slaughterhouses. 

The  current  health  care  crisis  is  a  major  Ulness.  Managed  competition  is  aspirin 
and  a  bandaid.  When  America  calls  in  the  morning  it  wul  be  more  fundamentally 
ill  and  in  even  greater  pain.  It  urgently  needs  a  more  sensible,  serious,  and  in- 
formed intervention — not  the  minor  tinkering  of  managed  competition — tinkering 
that  leaves  the  greatest  inequities  and  waste  of  our  present  system  largely  intact. 
In  Canada,  payment  is  government-regulated;  medicine  is  private,  doctors  independ- 
ent, and  patients  free  to  choose.  We've  heard  that  the  Canadian  plan  woulci  give 
us  the  compassion  of  the  IRS  and  the  efficiency  of  the  post  ofTice.  More  likely,  it 
would  be  the  prices  of  the  post  office  and  the  efficiency  of  Norman  Schwartzkopfs 
army — good  enough  for  government  work  or  any  other  sort  of  work.  As  for  compas- 
sion, it  would  be  hard  for  us  to  do  worse  than  we  do  now. 

The  Administration  has  proposed  a  system  that  will  take  away  our  choices,  and 
one  in  which  cost  control  wul  amount  to  squeezing  balloons.  We  do  not  have  to  think 
that  single  payer  would  be  perfect  to  think  that  it  would  do  better  than  that.  And 
by  the  way,  if  the  Post  Office  had  the  same  efficiency  as  our  present  health  care 
system,  thirty-seven  million  of  us  would  never  get  any  mail,  and  60  million  would 
only  get  it  sometimes. 

tne  Clinton  plan  is  a  Rube  Goldberg  machine — a  cartoon  apparatus  that  used  to 
depict  things  lute,  say,  a  lever  kicking  a  boot,  which  wakes  up  a  cat,  which  runs 
on  a  treadmill,  which  pulls  a  trigger  and  fires  a  bullet,  which  pops  a  balloon,  which 
turns  a  watering  can,  so  that  a  flower  can  perk  up  and  tip  a  platform  that — well, 
you  get  the  idea.  At  the  end  of  these  farcical  sequences,  Goldberg,  an  engineer- 
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turned-cartoonist  would  have  the  apparatus  serve  its  ultimate  purpose — something 
like  switching  on  a  light  bulb.  "Why  not  simplify  health  reform?"  the  advocates  of 
a  single  payer  have  asked.  Why  not,  indeed?  Simplify,  democratize,  and  while  we're 
at  it,  Keep  our  free  choice  of  doctor. 

Thank  you  for  your  generous  attention  to  my  views.  I  will  be  happy  to  answer 
any  questions. 

Senator  Wellstone  [presiding.]  Thank  you  very  much. 

Senator  Jeffords. 

Senator  Jeffords.  I  just  have  one  question.  My  State  is  looking 
at  single-payer,  and  it  is  also  looking  at  the  options  provided  under 
the  Clinton  health  plan.  The  Clinton  health  plan,  as  you  know,  al- 
lows the  State  the  option  of  a  single-payer.  Why  isn't  that  enough? 

Dr.  KoNNER.  Welf  I  think  there  are  a  lot  of  complex  issues  in 
legislation  regarding  the  waiver  of  certain  mandatory  participation 
in  elements  of  the  Clinton  plan.  I  think  it  is  very  important  that 
States  be  allowed  to  make  that  choice,  and  I  think  some  States  will 
and  if  the  experience  in  Canada  is  any  guide,  that  may  be  the  way 
single-payer  finally  comes  to  America  because  of  the  pioneering  ef- 
forts of  individual  States.  But  I  think  it  is  important  that  the  Clin- 
ton plan  make  that  not  too  difficult  £m  option,  and  I  think  it  would 
be  better  if  the  country  as  a  whole  decided  to  go  in  that  direction 
right  at  the  beginning. 

Senator  Wellstone.  I  wonder.  Senator  Jeffords,  if  I  could  just 
add  to  this,  and  maybe  we  could  hear  from  other  people  as  well. 
I  think  I  like  the  direction  you  are  going  in,  where  a  lot  of  people 
are  saying  let  us  have  a  level  playing  field  and,  you  know,  let  us 
look  at  what  some  different  States  can  do  as  we  move  along. 

Right  now,  unfortunately,  the  devil  is  in  the  detail  and  if  you 
have  a  lot  of  waivers  and  a  lot  of  hurdles  to  go  over  and,  in  addi- 
tion, there  is  a  real  restriction  as  to  how  the  States  can  finance 
their  health  care,  then  you  are  not  really  offering  States  a  real  al- 
ternative. We  need  language  that  clearly  will  enable  States  to 
make  this  choice.  I  think  if  we  do  that  in  such  a  way  that  States 
can  do  it,  it  is  fine.  Right  now,  I  think  unfortunately  there  are  just 
entirely  too  many  waiver  problems.  I  think  we  are  all  working  on 
this  right  now. 

Dr.  INDIHAR.  Senator,  in  Minnesota  where  we  are  working  on  the 
managed  care  plan,  there  is  an  all-payer  system  as  an  alternative. 
The  details  are  not  worked  out  with  that.  However,  it  seems  as 
though  this  plan  would  be  punitive  to  try  to  force  patients  into  the 
collectives  and  physicians  into  the  collectives  and  not  remain  in  the 
all-payer  or  single-payer  system,  as  they  are  envisioning  it.  So  they 
are  looking  at  it  as  being  punitive  to  remain  there.  If  you  want  to 
remain  independent  and  remain  having  autonomy,  there  would  be 
a  punitive  system  with  lesser  care. 

Senator  Jeffords.  Punitive  in  what  sense? 

Dr.  Indihar.  Punitive  reimbursement,  punitive  with  regard  to 
choice  of  hospital  or  system,  having  less  reimbursement  for  physi- 
cians, less  choice  of  patients  to  go  to  various  hospitals,  etc,  tnan 
would  be  available  in  the  managed  care  plans. 

Senator  Jeffords.  Dr.  Sidel. 

Dr.  Sidel.  In  working  with  people  working  on  single-payer  alter- 
natives in  New  York  State  and  Vermont  and  other  States,  they  are 
discouraged,  sir.  They  are  discouraged  by  all  of  the  barriers  that 
exist  to  attempting  to  do  single-payer  on  a  State-by-State  basis.  It 
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is  up  to  the  Federal  Government,  if  I  might  suggest,  Senator,  to 
give  us  a  signal  to  say  that  this  is  the  plan  that  will  give  the  best 
care  at  the  best  cost  with  the  most  simplicity  to  the  United  States, 
and  not  to  wait  for  the  States  to  do  it.  The  responsibility,  if  I  might 
suggest  it,  sir,  is  yours  to  lead  the  way. 

Senator  Jeffords.  Patti. 

Ms.  Tripou.  I  just  can't  imagine  that  with  having  an  option  that 
we  would  be  able  to  eliminate  the  administrative  and  overhead 
costs  and  confusion  that  results  from  the  multipayer  systems  that 
we  have  today.  If  we  are  going  to  try  to  reduce  those  costs  and  re- 
duce that  confiision,  then  single-payer  would  do  that  the  best. 

Senator  Jeffords.  Thank  you. 

Senator  Wellstone.  Senator  Jeffords,  thank  you  for  being  here. 
That  is  something  we  should  probably  talk  about  because  I  am  in- 
terested in  this  question  of  States  having  the  option. 

Just  one  clarification,  not  to  take  issue  with  what  has  been  said, 
but  I  think  that  if,  in  fact,  you  could  get  beyond  all  of  the  waiver 
problems  that  exist  right  now  and  the  clear  signal  was  that  States 
clearly  could  go  ahead  and  design  and  implement  their  own  plans, 
then  States  could  really  have  to  decide  to  have  a  single-payer  sys- 
tem. You  could  then  have  that  bargaining  process.  Of  course,  the 
package  of  benefits  is  set  at  the  Federal  level,  but  it  is  within  a 
Federal  system.  So  the  designing,  implementing,  bargaining,  and 
creativity  happens  at  the  State  level. 

I  can't  speak  for  other  people  on  the  single-payer  front,  but  I 
know  at  least  what  some  people  have  said  to  me.  To  go  back  to  that 
Citizens  Jury,  people  who  were  hearing  about  this  for  the  first  time 
were  saying  why  not  at  least  have  a  level  playing  field  and  let  us 
let  States  become  the  laboratories  of  reform  and  let  us  see  what 
happens;  that  is,  Dr.  Sidel,  without  putting  up  the  hurdles  before 
people.  I  think  that  may  be  a  place  where  we  go,  but  we  have  to 
make  sure,  in  fact,  that  that  can  be  done. 

I  would  like  to,  first  of  all,  address,  Patti,  if  I  could— could  you 
talk  a  little  bit  about  how  you  think  a  single-payer  plan,  whether 
designed  at  the  pure  national  level  or  in  the  State  of  New  York  or 
any  State — ^how  would  that  affect  nurses,  nurse  practitioners,  and 
other  people  that  are  providing  primary  care?  Do  you  think  that 
that  would  better  enable  you  to  practice  the  kind  of  care  that  you 
think  nursing  is  all  about,  as  compared  to,  if  you  will,  the,  quote, 
"managed  competition"  framework?  I  mean,  are  there  clear  dif- 
ferences? 

Ms.  Tripoli.  I  am  not  sure  about  the  total  differences.  I  know 
that  with  multipayer  programs,  the  confusion  of  the  paperwork  and 
the  need  for  the  paperwork  to  document  what  is  needed  to  be  there 
is  what  gets  to  be  the  difficulty.  We  want  to  be  able  to  see  and  care 
for  our  patients  and  spend  time  with  them. 

Senator  Wellstone.  I  guess  the  question  I  am  asking  is  do  you 
have  any— this  was  brought  up  by  Dr.  Konner  as  well — do  you 
have  any  difficulty,  as  you  see  it  from  the  point  of  view  of  nurses, 
with  the  role  of  the  insurance  industry  right  now  in  terms  of  your 
delivery  of  care  to  people?  I  mean,  you  are  so  down  in  the  trenches, 
I  guess  what  I  am  trying  to  get  you  to  do  is  to  really  talk  about 
it  in  human  terms. 


36 

Ms.  Tripoli,  Very  definitely,  there  is  a  problem,  one  of 
providership.  I  have  a  license  to  practice  nursing  and  there  are  a 
variety  of  things  that  I  can  do  as  a  nurse,  but  because  the  insur- 
ance company  says  that  only  a  physician  can  provide  that  service, 
I  am  not  able  to  do  that.  Yet,  there  aren't  always  the  physicians 
available  to  do  that,  and  we  have  seen  in  history  that  nurse  practi- 
tioners and  nurse  midwives  are  willing  to  go  out  and  serve  in  the 
underserved  areas. 

Medicare  pays  for  a  portion  of  these  services,  but  on  a  whole  the 
insurance  industry  does  not  recognize  the  role  of  a  nurse  as  being 
a  competent  health  professional  that  could  make  an  alternative, 
and  therefore  increase  access  to  health  care,  as  well  as  reduce 
costs. 

Dr.  Ko^fNER.  Could  I  make  a  point?  One  of  the  things  you  see 
in  the  hospitals  is  nurses  with  little  stickers  all  over  their  uni- 
forms. Those  stickers  are  turning  them  into  accountants,  basically. 
They  have  to  keep  records  of  every  IV  bag  they  open,  of  every  injec- 
tion they  give.  They  have  to  not  just  deliver  the  care,  not  keep  the 
records  just  for  the  sake  of  quality  of  care,  which  they  have  always 
done,  but  they  also  have  to  answer  for  every  penny  that  they 
spend,  and  I  submit  to  you  that  that  is  a  waste  of  a  nurse's  time 
and  we  need  to  have  a  system  that  makes  that  unnecessary. 

Senator  WELLSTO^fE.  Dr.  Konner,  I  am  going  to  hand  this  over 
to  the  chairman,  but  could  I  just  ask,  you  brought  some  recent  pub- 
lications with  you.  Do  you  want  those  included  as  part  of  the 
record? 

Dr.  Konner.  If  that  is  possible,  sure.  Why  not?  Thank  you. 

Senator  Wellstone.  I  would  like  to  do  that,  Mr.  Chairman. 

Senator  Metzenbaum.  They  will  be  retained  in  the  files  of  the 
subcommittee. 

[The  booklet  entitled  "Dear  America"  by  Melvin  Konner,  MD  is 
retained  in  the  files  of  the  subcommittee  due  to  the  high  cost  of 
printing.] 

Senator  Metzenbaum.  Dr.  Sidel,  I  wanted  to  just  come  back  to 
your  testimony  because  you  talked  about  the  fact  that  the  doctors 
are  losing  patients,  the  patients  aren't  getting  free  choice,  and  Blue 
Cross  is  really  becoming  a  wheeling  and  dealing  business.  Am  I  un- 
derstanding you  correctly  on  that,  and  is  there  not  considerable  re- 
sentment both  among  the  patients  as  well  as  the  medical  profes- 
sion by  reason  of  this  fact? 

Dr.  SiDEL.  I  am  not  sure  exactly.  Senator,  if  I  heard  you  cor- 
rectly. 

Senator  Metzenbaum.  I  am  sorry.  I  meant  the  question  for  Dr. 
Indihar.  I  apologize.  It  was  he  who  testified  to  that  fact. 

Dr.  Indihar.  There  is  resentment,  indeed,  and  indeed  there  is  a 
problem.  When  we  see  these  kinds  of  relationships  being  broken 
apart,  our  resentment  toward  the  insurance  companies  grows.  The 
resentment  of  the  patient  toward  the  insurance  companies  grows, 
as  well  as  to  their  employer,  who  is  also  providing  these  plans  and 
sticking  with  various  plans.  So  you  have  this  kind  of  chaotic  feeling 
that  is  going  on  in  our  State  right  now.  It  is  chaos  of  the  spirit, 
not  so  much  in  the  delivery  of  the  health  care,  but  there  is  this 
frenzy  and  chaos  and  not  really  understanding  what  is  happening 
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on  the  patient's  side  and  the  physician's  side.  It  is  a  very  unfortu- 
nate feeling  of  turmoil,  and  that  is  what  we  are  seeing. 

Now,  we  understand  that  with  transition  you  are  going  to  have 
turmoil.  We  understand  that  this  is  going  to  happen  regardless  of 
what  program  we  pick,  but  the  ones  that  break  apart  the  doctor- 
patient  relationship  and  break  apart  the  autonomy,  that  is  what 
creates  the  most  turmoil.  It  is  not  the  financing  so  much;  it  is  the 
doctor-patient  relationship  that  is  the  necessary  thing. 

Senator  Metzenbaum.  Dr.  Sidel,  you  speak,  I  gather,  for  an  orga- 
nization called  the  Physicians  for  a  National  Health  Program.  Are 
there  a  substantial  number  of  doctors  in  that  group? 

Dr.  Sidel.  5,500  doctors  are  full,  paying  members  of  that  group, 
but  we  know  that  many,  many  thousands  of  doctors  agree  with  the 
principles  that  PNHP  is  espousing. 

Senator  Metzenbaum,  Is  the  membership  broad-based  across  the 
country  or  mainly  concentrated  in  the  New  York  area  where  you 
are  from? 

Dr.  Sidel.  No.  It  is  entirely  across  the  country,  with  chapters — 
I  think  we  are  now  up  to  30  cities  in  which  they  are  chapters  of 
PNHP,  and  there  are  physicians  in  essentially  every  State  of  the 
Union  who  are  members  of  PNHP.  Surveys  of  doctors,  sir,  give  us 
a  great  feeling  that  doctors  are  beginning  to  understand  that  the 
micromanagement  of  their  practice  comes  with  the  kind  of  plan 
that  has  been  put  forward  in  managed  competition  and  that  if  they 
want  to  avoid  that  kind  of  micromanagement,  if  they  want  to  be 
able  to  do  the  best  kind  of  medical  care  they  were  trained  to  give, 
they  need  a  system  that  is  different  and  they  need  a  single-payer 
system. 

Senator  Metzenbaum.  I  am  going  to  ask  both  Dr.  Indihar  and 
yourself.  Dr.  Sidel,  whether  you  believe  that  most  health  care  pro- 
viders would  be  willing  to  sacrifice  some  of  the  money  they  make 
under  the  current  system  in  order  to  be  relieved  of  the  paperwork 
burden  and  endless  claims  review. 

Dr.  Indihar.  Absolutely.  I  think  that  this  is  a  great  cost  to  the 
entire  system,  as  well  as  to  us  as  individual  practitioners.  I  sus- 
pect, however,  that  as  we  look  at  the  entire  process,  I  am  not  hear- 
ing much  as  a  delegate  to  the  Minnesota  Medical  Association  and 
in  talking  to  physicians  that  reimbursement  is  a  real  issue  any- 
more. I  think  the  issue  is  the  doctor-patient  relationship.  This  is 
what  I  am  hearing.  I  am  hearing  about  this  breaking  apart  of  care. 

I  think  we  recognize  that  reimbursement  is  going  to  change,  and 
that  is  not  what  people  are  talking  about  in  the  doctors'  lounges. 
That  is  not  what  they  are  talking  about  at  the  medical  association 
meetings.  They  are  talking  about  this  loss  of  autonomy  and  loss  of 
doctor-patient  relationship.  That  is  really  the  important  thing  that 
I  am  hearing. 

Dr.  Sidel.  The  Metropolitan  Life  Insurance  Company,  Senator, 
in  1991  did  a  survey  of  physicians  in  the  United  States.  They  asked 
those  physicians  wnether  they  would  be  willing  to  accept  10  per- 
cent less  income  if  it  guaranteed  them,  number  one,  less  paper- 
work; two,  less  utilization  review;  three,  greater  malpractice  limita- 
tions. 89  percent  of  the  doctors  responding  said  that  they  would  ac- 
cept 10  percent  less  income  for  less  paperwork,  81  percent  said 
they  would  accept  for  less  utilization  review,  and  88  percent  said 
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they  would  accept  10  percent  less  income  for  malpractice  limits. 
Now,  that  is  a  single  survey  and  a  single  amount  chosen. 

Senator  Metzenbaum.  Would  you  give  me  those  numbers  again? 

Dr.  SiDEL.  Yes.  The  numbers  are,  for  less  paperwork,  89  percent 
said  yes;  for  less  utilization  review,  81  percent  said  yes;  for  mal- 
practice limits,  88  percent  said  yes,  at  a  level  of  10  percent  less  in- 
come. Now,  a  lot  more  work  needs  to  be  done  to  explain  to  doctors 
what  the  differences  are  between  a  single-payer  system  and  what 
is  being  proposed  in  the  administration  plan.  When  that  begins  to 
be  clear  to  doctors,  you  will  see,  as  you  are  beginning  to  see  among 
the  public,  a  sea  change,  as  I  said  before,  toward  single-payer. 

Senator  Metzenbaum.  Dr.  Konner,  do  you  believe  that  American 
medicine  is  becoming  corporate  medicine  and  that  the  big  insur- 
ance companies  that  are  managed  care  entities  are  controlling  how 
much  or  how  little  medicine  doctors  provide? 

Dr.  Konner.  I  don't  think  there  is  any  doubt  about  that,  and 
that  is  a  trend  that  has  been  ongoing  for  at  least  30  years.  In 
around  1980,  Dr.  Arnold  Relman,  who  was  then  editor-in-chief  of 
the  New  England  Journal  of  Medicine,  named  it  the  medical  indus- 
trial complex,  but  that  was  sort  of  mid-stream.  Now,  there  have 
been  increases  by  leaps  and  bounds  in  corporate  control  over  Amer- 
ican medicine  that  has  come  in  various  ways;  first,  the  growth  of 
insurance  companies;  second,  the  growth  of  hospital  corporations 
which  own  hundreds  of  hospitals;  and,  third,  the  growtn  of  cor- 
porate managed  care. 

Now,  what  has  happened  in  the  last  few  years  is  that  these  enti- 
ties have  begun  to  merge,  these  different  corporate  entities,  and 
the  line  between  insurance  and  managed  care  is  now  very  blurred 
and  will  continue  to  blur  as  there  is  increasing  vertical  integration 
in  the  health  care  sector.  The  Clinton  plan  will,  I  think,  accelerate 
greatly  this  whole  set  of  trends,  and  the  concern  is  that  the  cor- 
porate entities  have  their  primary  responsibility  to  their  stockhold- 
ers. That  is  as  it  should  be  in  a  capitalist  economy,  but  that  isn't 
necessarily  the  best  thing  either  for  patients  or  for  their  caregivers. 

Senator  Metzenbaum.  What  do  the  corporate  hospital  owners  do 
to  make  their  hospitals  profitable,  while  the  nonprofits  that  are 
owned  by  various  charitable  organizations  in  various  commu- 
nities— St.  Vincent's,  Mt.  Sinai,  St.  Luke's — have  difficulty  in  mak- 
ing ends  meet  and  oftentimes  they  need  public  subvention?  Is  it 
that  they  totally  eliminate  any  free  care,  any  emergency  room  oper- 
ations? 

Dr.  Konner.  Basically,  the  for-profit  hospitals  are  able  to  turn 
away  most  patients  that  can't  pay.  There  are  laws  that  restrict 
what  is  called  patient  dumping,  but  there  are  an  estimated  300,000 
violations  of  those,  which  are  State  laws,  around  the  country  each 
year,  and  that  is  300,000  violations  of  a  very  serious  nature,  pa- 
tients who  are  in  grave  danger  of  some  kind. 

The  quality  of  care  that  those  patients  get  even  in  a  place  like 
St.  Vincent's  is  not  great,  and  in  studies 

Senator  Metzenbaum.  Which  St.  Vincent's? 

Dr.  Konner.  The  one  in  New  York.  Even  at  a  place  that  is  caring 
for  those  patients  and  passing  on  the  costs  of  caring  for  them  to 
the  well-insured  patients,  those  hospitals,  they  have  shown  in  re- 
cent studies,  do  not  have  nearly  as  good  outcomes  with  those  cat- 
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egories  of  patients  as  they  do  with  patients  who  are  properly  in- 
sured. 

You  know,  I  was  taught  in  medical  school  that  every  patient  who 
comes  through  the  door  gets  the  same  treatment,  regardless  of 
whether  he  is  the  king  of  Morocco  or  a  derelict  who  has  crawled 
in  off  the  street.  But  me  fact  is  that  there  are  big  differences  in 
the  quality  of  care,  depending  on  the  insurance  status,  and  I  fear 
that  some  of  those  differences  may  continue  in  the  future  even  with 
the  Clinton  reforms  because  it  will  still  be  in  the  interests  of  for- 
profit  corporations  to  restrict  the  care  they  deliver  to  the  poor.  The 
poor  will  certainly  not  have  as  good  coverage  under  the  Clinton 
system  as  the  well-to-do,  and  the  danger  of  continuing  inequality 
in  care  is  very  real. 

Senator  Metzenbaum.  Thank  you  very  much. 

Dr.  SiDEL.  May  I  comment  also  on  that.  Senator?  The  phrase  I 
think  you  need  to  remember  in  response  to  your  question  is  cherry 
picking.  We  usually  use  the  phrase  "cherrypicking"  to  talk  about 
the  procedures  of  insurance  companies  to  try  to  only  insure  those 
people  who  will  cost  them  less  in  claims  to  the  company,  but  hos- 
pitals also  do  cherrypicking.  What  hospitals  do  in  cherrypicking  is 
to  figure  out  ways  to  keep  patients  who  will  cost  them  more  money 
out  of  the  doors  and  to  bring  people  in  who  will  cost  them  less 
money,  and  this  is  part  of  the  problem  as  well. 

Senator  Metzenbaum.  My  last  question  is  to  Senator  Wellstone. 
Senator  Wellstone,  you  have  addressed  yourself  to  the  fact  that 
under  the  Clinton  plan  the  single-payer  option  will  not  be  available 
to  the  States,  notwithstanding  the  fact  that  the  administration  has 
represented  that  it  would  be  available.  Would  you  be  good  enough 
to  respond  to  that? 

Senator  Wellstone.  Mr.  Chairman,  when  you  were  out  we  were 
talking  a  little  bit  about  that.  Right  now,  there  are,  I  think,  4  waiv- 
ers that  are  required,  and  one  of  those,  the  Medicare  waiver,  I 
think,  makes  some  sense,  but  the  others  will  be  very  cumbersome. 
If  you  have  onerous  waiver  requirements  and,  in  addition,  you  have 
restrictions  on  States 

Senator  Metzenbaum.  Who  gives  the  waivers? 

Senator  Wellstone.  Well,  this  would  be  the  Federal  Govern- 
ment. I  mean,  what  States  do  not  want  to  have  to  do  is  go  through 
all  these  waivers,  and  they  certainly  want  to  have  the  ability  to  do 
their  own  financing.  So  the  devil  is  in  the  detail,  and  it  is  one  thing 
to  say  that  States  will  be  able  to  move  forward,  but  what  we  have 
to  have  is  language  which  will,  in  fact,  clearly  enable  States  to 
move  forward. 

My  guess  is  that  that  is  going  to  become  a  major  kind  of  debate 
in  the  health  care  debate  in  the  United  States  of  America,  and  I 
think  it  is  one  that  we  absolutely  have  to  win.  I  think  it  is  a  very, 
very  reasonable  proposal.  I  think,  again,  if  we  want  to  think  of  our 
country  as  a  kind  oi  grass-roots  political  culture,  if  we  want  to  talk 
about  decentralizing  public  policy,  if  we  want  to  talk  about  States 
as  laboratories  of  reform,  then  we  are  going  to  have  to  enable 
States  to  be  able  to  have  the  chance  to  do  tnis. 

Many,  many  people  believe  that  if  States  really  were  able  to  do 
it,  we  would  love  to  be  judged  by  the  evidence,  and  we  think  the 
evidence  will  be  that  you  can  deal  with  the  skyrocketing  costs  and 
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the  plummeting  of  security  for  people  and  actually  deliver  humane, 
high-quality,  dignified  health  care  out  in  communities  where  people 
live,  backed  up  by  specialists.  But  we  have  to  get  an  iron-clad  guar- 
antee, Mr.  Chairman,  on  this  language. 

By  the  way,  Mr.  Chairman,  if  this  helps  with  the  hearing,  I  don't 
have  any  further  questions.  There  are  people  that  have  come  from 
afar,  from  Canada,  and  I  know  there  are  going  to  be  some  compari- 
sons made.  There  have  been,  if  you  will  let  me  editorialize  for  a 
second,  such  outrageous  attacks — ^you  know,  some  real  just  abso- 
lute blatant  mythology — that  I  really  look  forward  to  hearing  some 
of  the  people  from  Canada  talk  about  their  system.  So  I  am  very 
pleased  with  what  the  panelists  have  said  in  terms  of  the  questions 
that  I  had. 

Senator  Metzenbaum.  Thank  you  very  much.  Senator  Wellstone, 
and  I  think  the  administration  should  know  that  the  single-payer 
option  on  a  State-by-State  basis,  in  this  Senator's  opinion,  must  be 
unequivocally  clear.  If  the  State  wants  to  go  to  the  single-payer  op- 
tion, I  don't  think  there  ought  to  be  any  question  about  it.  I  don't 
know  what  all  these  waivers  and  all  that  gobbledy-gook  is  about, 
but  it  seems  to  me  that  the  price  of  some  votes  for  that  bill  may 
very  well  be  the  opportunity  for  the  individual  States  to  go  in  that 
direction. 

I  want  to  thank  the  panel  very  much.  We  have  other  panelists 
who  are  with  us,  as  Senator  Wellstone  has  already  indicated. 
Thank  you  very  much  to  each  of  you. 

Senator  Metzenbaum.  Our  next  panel  is  Michael  Walker,  Ph.D., 
executive  director  of  the  Fraser  Institute  of  Vancouver,  British  Co- 
lumbia; Hugh  Scully,  a  cardiology  surgeon  at  Toronto  General  Hos- 
pital; Michael  Rachlis,  a  physician  at  the  Hassle-Free  Clinic.  That 
is  an  interesting  name.  I  don't  know  if  that  has  to  do  with  a  man's 
name  or  whether  it  is  Hassle-Free.  We  also  have  Theodore  B. 
Marmor,  a  professor  of  public  policy  and  management  at  Yale  Uni- 
versity. 

We  are  very  happy  to  welcome  all  of  you  to  this  hearing.  I  think 
you  know  of  our  5-minute  rule.  I  might  say  for  myself,  I  chaired 
a  Canadian-American  conference  last  year  that  was  held  up  in 
Nova  Scotia  and  the  Canadian  part  was  headed  by  a  doctor  whom 
they  called  Stash.  I  don't  remember  his  exact  name — Barootes. 

Stash  told  a  very  interesting  story  to  all  of  us  assembled  there 
about  how  he  had  led  a  22-day  strike  of  all  of  the  doctors  in  Sas- 
katchewan when  the  single-payer  plan  was  first  put  into  effect  in 
Canada,  but  that  now  he  is  a  gung-ho  supporter  of  it,  and  all  the 
rest  of  the  doctors  are  as  well.  I  found  that  story  a  very,  very  inter- 
esting one,  and  we  may  hear  other  comments  either  supportive  or 
disagreeing  with  that  point  of  view. 

But  let  us  start  with  you.  Dr.  Walker.  We  are  happy  to  have  you 
with  us  today. 
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STATEMENTS  OF  MICHAEL  WALKER,  EXECUTIVE  DIRECTOR, 
THE  ERASER  INSTITUTE,  VANCOUVER,  BRITISH  COLUMBIA, 
CANADA;  DR.  HUGH  E.  SCULLY,  CHAIR,  HEALTH  POLICY 
COMMITTEE,  CANADIAN  MEDICAL  ASSOCIATION,  TORONTO, 
ONTARIO,  CANADA,  ACCOMPANIED  BY  WILLIAM  THOLL,  DI- 
RECTOR, HEALTH  ECONOMICS  AND  POLICY  COMMITTEE, 
CANADIAN  MEDICAL  ASSOCIATION,  TORONTO,  ONTARIO, 
CANADA;  DR.  MICHAEL  M.  RACHLIS,  ASSISTANT  PROFESSOR, 
DEPARTMENT  OF  CLINICAL  EPIDEMIOLOGY  AND 
BIOSTATISTICS,  MCMASTER  UNIVERSITY,  HAMILTON,  ON- 
TARIO, CANADA;  AND  THEODORE  R.  MARMOR,  PROFESSOR 
OF  PUBLIC  POUCY  AND  MANAGEMENT,  YALE  UNIVERSITY, 
NEW  HAVEN,  CT 

Mr.  Walker.  Well,  thank  you  very  much,  Senator.  I  am  certainly 
delighted  to  have  the  opportunity  to  appear  before  your  committee 
and,  in  particular,  to  brine  results  of  some  research  which  the  Era- 
ser Institute  has  done  on  hospital  waiting  lists  in  Canada. 

The  Eraser  Institute  is  a  federally-chartered  nonprofit  research 
organization  which  conducts  studies  of  public  policy  issues  in  Can- 
ada. The  Institute  has  published  three  book-length  studies  which 
examine  Canada's  health  care  system  from  different  points  of  view. 
The  latest  study,  "Caring  for  Profit,"  was  conducted  by  Professor 
Malcolm  Brown,  a  self-professed  advocate  of  Canada's  single-payer 
approach  to  the  health  care  system.  Other  books  which  we  have 
published  have  taken  different  points  of  view. 

The  Institute  also  conducts  an  annual  survey  of  physicians  to  de- 
termine the  extent  to  which  access  to  health  care  is  rationed  as  a 
result  of  the  fact  that  the  demand  for  health  care  is  steadily  in- 
creasing, but  the  supply  is  limited  by  a  series  of  budgetary  caps. 

The  survey  produces  two  measures  of  rationing — ^the  waiting 
times  for  appointments  to  see  a  specialist,  and  the  waiting  time  for 
treatment  once  the  specialist  has  been  seen.  Since  all  patients  in 
Canada  proceeding  to  either  of  these  steps  must  first  have  been  to 
a  general  practitioner  for  a  referral,  it  can  be  reasonably  assumed 
that  those  waiting  represent  legitimate  unsatisfied  demand  for 
care. 

While  a  survey  of  specialists  may  be  the  only  practical  way  to  de- 
termine specialist  waiting  times,  it  is  not  the  preferred  way  to 
measure  hospital  waiting  lists.  The  Institute  adopted  this  survey 
approach  only  after  ascertaining  that  hospitals  do  not  have  the  in- 
formation required  to  build  a  comprehensive  waiting  list  at  the  mo- 
ment. 

The  publication  of  our  surveys  for  the  past  several  years  has 
stimulated  considerable  interest  in  the  area,  and  hopefully  in  sev- 
eral years'  time  provincial  governments  will  publish  comprehensive 
hospital -based  waiting  lists  of  a  kind  which  are  typical,  for  exam- 
ple, in  the  United  Kingdom. 

I  have  provided  you  with  copies  of  this  year's  survey  and  a  press 
release  which  was  issued  in  Canada  when  the  survey  appeared  ear- 
lier this  year.  I  apologize  that  I  have  not  prepared  a  special  brief 
for  your  hearing  today,  but  I  was  informed  only  on  Friday  of  your 
desire  to  have  me  come  and  I  was  in  the  neighborhood  anyway  on 
my  way  to  Ottawa,  so  I  was  able  to  appear,  but  not  having  the 
time  to  actually  make  a  presentation  because  many  of  our  studies 
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are  at  the  moment  hotly  contested  in  the  current  Federal  election 
campaign  in  Canada  and  our  attentions  must  be  devoted  to  those 
issues. 

Now,  there  are,  nevertheless,  many  interesting  aspects  of  the 
studies  that  I  have  given  you,  but  two  seem  to  be  of  particular  rel- 
evance to  your  deliberations.  The  first  is  the  fact  that  it  is  a  mis- 
nomer to  refer  to  the  Canadian  health  care  system  as  though  it 
were  one  uniform  system  providing  similar  service  for  all  Canadi- 
ans. In  fact,  access  to  the  health  care  system  varies  dramatically 
depending  on  where  in  the  country  one  encounters  it. 

You  have  been  given  a  copy  of  this  press  release,  I  think.  Do  you 
have  it  with  you  there  so  that  you  can  look  at  the  chart  because 
I  think  it  is  very  instructive  to  look  at  the  chart  on  page  2?  It  is 
chart  1  in  the  release,  where  you  can  see  the  average  total  waiting 
time  from  referral  by  the  general  practitioner  to  treatment. 

[The  press  release  will  appear  at  the  end  of  the  hearing  record.] 

Mr.  Walker.  As  you  can  see,  that  waiting  time  varies  amongst 
the  provinces  from  11  weeks  in  Ontario  to  21  weeks  in  Prince  Ed- 
ward Island.  Wait  times  also  vary  within  provinces  amongst  spe- 
cialties. In  Ontario,  for  example,  where  the  overall  waiting  time 
was  the  shortest,  the  waiting  times  vary  from  3.7  weeks  for  urology 
to  12.6  weeks  for  ophthalmology.  The  fact  that  Ontario  has  gen- 
erally the  shortest  waiting  list  may  be  of  particular  interest  to  the 
committee,  owing  to  the  fact  that  Ontario  was  the  only  province 
studied  when  your  General  Accounting  Office  did  a  mini-study  of 
waiting  lists  a  few  years  ago.  Evidently,  Ontario  is  not  typical,  as 
the  survey  shows. 

Senator  Metzenbaum.  Would  you  be  good  enough  to  explain — 
when  you  say  waiting  time  for  an  appointment,  does  that  mean 
that  if  I  don't  feel  well  and  I  want  to  call  a  doctor  and  I  want  an 
appointment  that  I  have  to  wait  the  number  of  weeks  stated  here, 
or  are  these  for  special  kinds  of  specialists? 

Mr.  Walker.  Well,  what  it  means,  Senator,  is  if  you  go  to  your 
general  practitioner,  typically  the  waits  for  general  practitioners  in 
Canada  are  nonexistent.  You  will  not  have  to  wait  to  get  to  see  a 
physician.  However,  once  you  go  to  a  physician  and  the  physician 
discovers  that  there  is  something  wrong  with  you  and  suggests  that 
you  should  go  to  a  specialist  for  whatever  specialty  happens  to  be 
a  problem,  you  then  face  an  average  of  about  5  weeks  waiting  for 
specialties  across  the  provinces. 

Then,  having  waited  for  that  5  weeks,  what  the  survey  shows  is 
you  then  have  to  wait  an  additional  amount  of  time  for  the  treat- 
ment which  the  specialist  may  then  prescribe,  for  a  total  waiting 
time  in  Ontario  of  about  11  weeks,  on  average,  and  a  total  waiting 
time,  on  average,  in  the  longest  province  of  21  weeks. 

Senator  Metzenbaum.  What  if  it  is  an  emergency?  What  if  you 
need  the  treatment  immediately  and  you  can't  wait  5  weeks? 

Mr.  Walker.  Well,  if  you  presented  to  an  emergency  ward  at  a 
hospital,  for  example,  then  you  would  be  treated  in  the  same  way 
as  you  are  here.  You  would  be  treated  on  an  emergency  basis  and 
dealt  with.  In  fact,  physicians  in  Canada  are — if  they  have  patients 
who  they  are  concerned  will  have  to  wait,  they  are  not  above  sug- 
gesting to  them  that  they  should  do  exactly  that,  present  to  a  hos- 
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pital  waiting  room  as  an  emergency  and  they  will  then  be  seen  on 
an  emergency  basis. 

Senator  Metzenbaum.  Now,  what  if  you  go  to  the  doctor  and  doc- 
tor says,  you  have  some  congestive  heart  failure,  you  have  some 
problems  that  probably  need  surgery.  Perhaps  it  is  a  broken  leg 
and  you  need  surgery,  or  any  one  of  a  number  of  other  things;  your 
kidneys  are  not  functioning.  For  all  of  those,  you  have  to  wait  5 
weeks,  10  weeks? 

Mr.  Walker.  No.  You  consider,  for  example,  the  case  of  cardiac 
surgery.  There  are  generally  three  different  classifications — emer- 
gent, urgent,  and  elective.  Now,  the  emergent  would  be  if  you  don't 
have  the  operation  right  now  and  you  would  die,  you  would  get 
done  right  away.  If  it  is  urgent,  then  your  life  is  in  threat,  but  not 
in  immediate  threat. 

Recently,  as  undoubtedly  Dr.  Scully  will  be  able  to  tell  you,  the 
heart  physicians  in  Cemada  have  come  up  with  a  classification  sys- 
tem to  know  when  somebody  is  either  emergent,  urgent,  or  can  be 
put  on  the  elective  list.  Now,  the  elective  list  means  that  your  life 
is  not  immediately  threatened,  and  you  may  then  wait  for  a  very 
long  time  in  some  provinces.  But  generally  for  emergent  care,  you 
dorVt  wait.  Well,  wnen  I  say  you  don't  wait,  the  average  waiting 
time,  I  think,  for  emergent  cardiac  surgery  is  something  like  SVz 
days. 

Senator  Metzenbaum,  So  these  charts  refer  more  to  elective  pro- 
cedures? 

Mr.  Walker.  No,  no.  They  include  all  of  the  various  procedures. 
They  are  weighted.  In  other  words,  we  survey  all  waiting  times, 
not  just  for  elective  surgery.  In  the  case  of  cardiac  care,  we  make 
special  divisions  of  those  who  are  regarded  as  emergent,  urgent, 
and  elective. 

Senator  Metzenbaum.  What  if  your  leg  is  broken?  Would  you  get 
taken  care  of  immediately? 

Mr.  Walker.  If  your  leg  is  broken,  it  would  be  taken  care  of  im- 
mediately, sure.  You  would  not  wait,  but  if  you  are,  without  being 
in  any  way  invidious.  Senator,  a  person  of  elder  years  who  has  a 
hip  which  requires  replacement,  then  you  would  undoubtedly  wait 
in  every  province  in  the  country,  and  you  would  wait  in  some  cases 
for  more  than  0  months,  in  some  provinces,  in  fact,  more  than  a 
year,  to  have  a  hip  replacement  which  may  be  causing  you  consid- 
erable pain. 

Senator  Metzenbaum.  What  if  you  needed  kidney  dialysis? 

Mr.  Walker.  Well,  the  survey  at  this  point  does  not  cover  all  of 
the  attendant  treatments  that  people  require,  and  we  don't  have  a 
special  separate  measurement  of  the  situation  with  regard  to  kid- 
ney dialysis.  However,  since  we  do  give  physicians  the  opportunity 
to  write  in  about  issues  that  are  of  concern,  nobody  has  raised  it 
as  an  issue.  So  I  presume  that  in  the  case  of  kidney  dialysis  that 
at  the  moment  it  is  not  a  particular  problem. 

Senator  Metzenbaum.  I  cut  you  off,  so  take  a  couple  minutes 
more  if  you  need  it. 

Mr,  Walker.  Thank  you  very  much.  Well,  the  second  interesting 
aspect  of  the  survey,  and  that  relates  to  the  first,  is  the  apparent 
correlation  between  the  waiting  time  for  treatment  and  the  amount 
of  money  which  the  various  provinces  spend  on  health  care. 
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May  I  ask  vou  now  to  look  at  the  chart  on  page  4  of  the  hand- 
out you  haver  That  provides  you  with  the  ten  provinces'  average 
waiting  times  and  the  amount  that  is  spent  per  capita  on  health 
care  in  the  different  provinces.  As  you  can  see,  there  are  two 
groupings  of  waiting  times  and  these  are  roughly  aligned  with  the 
amount  the  provinces  spend  per  capita  on  health  care. 

Those  provinces  which  spend  more  per  capita  on  health  care,  on 
average,  have  shorter  waiting  times  than  those  which  spend  less, 
and  the  break  point  seems  to  be  just  less  than  $1,500  per  capita. 
Those  who  spend  more  have  reduced  waiting  times  by  comparison 
with  the  provinces  that  spend  less  than  $1,500  per  capita. 

I  might  point  out,  by  the  way.  Senators,  that  these  figures  are 
just  the  amounts  that  governments  spend  and  do  not  include  the 
amount  that  private  individuals  pay  to  support  their  own  health 
care  in  the  provinces.  It  is  not  strictly  comparable,  in  other  words, 
to  the  aggregate  amount  per  capita  that  is  spent  in  the  United 
States. 

In  particular,  Ontario,  which  spent  the  most  per  capita  on  health 
care,  has  the  shortest  waiting  time,  while  Prince  Edward  Island, 
which  spent  the  least,  has  the  longest.  Now,  evidently,  this  point 
is  of  some  significance  when  Americans  look  to  Canada  for  guid- 
ance in  revising  their  health  care  arrangements.  What  the  Cana- 
dian experience  seems  to  suggest  is  that  centralized  control  of 
health  care  spending  can  indeed  limit  the  total  amount  which  is 
spent. 

However,  with  rising  levels  of  demand,  the  inevitable  con- 
sequence is  rationing  of  care,  and  the  tighter  the  spending  control, 
the  more  rationing  will  result  and  the  longer  will  people  have  to 
wait  for  care.  In  other  words,  as  Americans  look  north  to  Canada, 
they  have  to  decide  whether  they  want  a  health  care  system  like 
Ontario,  with  its  11-week  waits,  or  like  Prince  Edward  Island,  with 
the  21-week  wait.  If  they  don't  like  the  idea  of  11-weeks  waits, 
then  they  should  avoid  budget-capping  as  an  approach  to  health 
care,  whether  that  comes  about  as  a  result  of  the  current  plan  pro- 
posed by  Mr.  Clinton  or  by  some  alternative  such  as  a  single-payer 
system. 

Now,  one  of  the  panelists  in  the  first  session  noted  that  the  Ca- 
nadian system  is  not  the  British  system,  and  said  that  you  didn't 
have  to  think  of  the  problems  of  the  British  health  care  system  as 
you  looked  at  potentially  modeling  yourselves  on  Canada.  Of 
course,  while  that  has  been  true,  the  question  is  whether  budget 
caps  aren't  driving  the  Canadian  health  care  system  in  the  British 
direction. 

In  this  connection,  I  was  led  to  begin  studying  waiting  lists  in 
Canada  by  the  discovery  during  a  visit  to  London  in  the  early 
1980's  of  a  small  book  published  by  the  Greater  London  Area  Au- 
thority, a  regional  government  body. 

Senator  Metzenbaum.  Will  you  try  to  wind  up,  please,  Mr.  Walk- 
er? 

Mr.  Walker.  Yes.  I  am  finishing  one  sentence.  Senator.  The 
booklet  was  entitled  "A  Guide  to  Greater  London  Area  Hospital 
Waiting  Lists."  Presently,  2  percent  of  the  British  population  are 
waiting  for  health  care,  an  outcome  which  the  Eraser  Institute 
wishes  to  avoid  for  Canada  by  publishing  these  waiting  lists  now 
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before  they  get  very  extensive,  and  presumably  which  you  would 
like  to  avoid  for  the  United  States. 

Senator  Metzenbaum.  Thank  you  very  much,  Mr.  Walker.  Your 
testimony  was  very  helpful. 

Dr.  Hugh  Scully,  we  would  be  glad  to  hear  from  you,  sir. 

Dr.  Scully.  Thank  you.  Senator,  and  I  appreciate  very  much  the 
opportunity  of  coming  and  speaking  with  you  today  as  the  United 
States,  as  other  countries,  are  engaging  in  the  examination  of  pri- 
orities and  spending  and  what  is  happening  with  health  care. 

I  come  to  you  today  as  a  representative  of  the  Canadian  Medical 
Association,  the  chairman  of  the  group  that  is  looking  at  the  fi- 
nancing of  health  care,  not  in  the  context  of  a  cardiac  surgeon  and 
a  professor  of  surgery,  but  we  can  get  into  that  later  in  questions, 
if  you  like,  and  in  that  context  represent  the  views  of  the  65,000 
doctors  of  Canada  who  are  practicing  in  the  systein  and  who  have 
been  examining  it  and  participating  in  it  for  some  time. 

Any  examination  of  the  health  care  system  in  the  United  States, 
with  the  majority  of  Canadians  living  within  100  miles  of  the  bor- 
der, has  tremendous  implications  in  terms  of  what  is  happening 
with  us.  One  of  the  things  I  was  asked  to  address  is  some  of  the 
myths  that  exist  about  the  Canadian  health  care  system,  and  I  can 
tell  you  that  as  a  practitioner  and  as  a  leader  in  medicine  in  Can- 
ada, if  the  myths  are  inaccurate  and  are  published  widely  in  the 
American  literature  and  press  because  of  our  proximity,  then  we 
find  ourselves  in  the  awkward  position  of  trying  to  make  the  sys- 
tem work  better  while  at  the  same  time  responding  to  what  are 
often  inaccurate  statements  about  the  system. 

So  I  will  briefly — and  there  is  a  list  of  speaking  notes  that  you 
have  and  much  more  detail  in  the  report  of  my  working  group  on 
health  financing  which  is  available  to  you. 

Senator  Metzenbaum.  All  of  the  statements  of  each  of  the  wit- 
nesses will  be  totally  included  in  the  record. 

Dr.  Scully.  I  will  touch  on  just  a  few  of  the  situations.  The  first 
myth  is  that  Canada  has  a  system  of  socialized  medicine,  and  that 
has  been  promulgated  widely  fi-om  time  to  time.  That  is  particu- 
larly irksome  to  physicians  and  simply  is  not  the  case.  What  Can- 
ada does  have  is  a  socialized  insurance  scheme  with  standards  that 
are  established  nationally  and  applications  and  administration  car- 
ried out  at  the  provincial  or  territorial  level,  which  is  the  equiva- 
lent of  the  State  level. 

The  predominant  funding  is  a  single-payer  system,  with  the  gov- 
ernment being  the  agent  on  behalf  of  the  people.  I  say  "predomi- 
nant" in  the  sense  that  there  is  some  private  participation,  also, 
and  we  could  get  into  that  later.  The  way  that  works  for  physicians 
is  that  physicians  really  are  quite  independent  of  government  con- 
trol, have  more  autonomy  and  decisionmaking  ability  generally 
speaking  than  is  the  case  in  the  United  States. 

Similarly,  the  1,200  hospitals  of  Canada  are  in  a  situation  where 
they  have  boards  of  trustees  who  are  accountable  to  the  public 
through  public  representation  and  to  the  government  and  to  the 
staff  in  a  nonprofit  situation.  The  hospitals  are  not  there  to  gen- 
erate a  profit,  but  rather  to  look  after  the  care  of  the  people  as  they 
present  themselves. 
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The  second  myth  is  that  Canadians  are  dying  on  waiting  lists, 
and  you  heard  some  discussion  of  waiting  lists.  I  will  simply  say 
that  at  the  professional,  academic  and  administrative  level,  there 
is  strong  disagreement  with  some  of  what  was  presented  to  you  a 
few  minutes  ago.  I  think  it  would  be  inappropriate  for  me  as  a 
guest  in  your  home  to  get  into  a  debate  about  my  own. 

Moreover,  in  terms  of  the  legislation  that  you  have  and  the  plans 
that  are  here,  as  a  guest  in  your  home  I  am  not  about  to  tell  you 
how  to  rearrange  your  furniture,  but  simply  to  comment  on  the  Ca- 
nadian system  because  there  are  msmy  good  things  about  the 
American  system  that  we  learned  from. 

In  terms  of  the  waiting  times,  no  country  is  free  of  some  inter- 
ference with  access  for  one  reason  or  another.  What  we  work  very 
hard  to  do,  however,  in  Canada  is  to  work  together  with  the  gov- 
ernments and  with  the  other  health  professionals — the  nurses  and 
the  hospitals  and  the  public — in  addressing  what  is  needed.  I  can 
report  to  you  that  97  percent  of  Canadians  feel  that  they  get  the 
care  that  they  need  within  24  hours  every  time,  so  there  is  a  sys- 
tem that  certainly  satisfies  the  public  of  Canada. 

Furthermore,  the  majority  of  physicians,  83  percent  in  a  survey 
last  year,  feel  that  the  system  works  well  or  in  an  excellent  way 
for  the  majority  of  the  patients.  That  isn't  to  say  that  it  is  perfect, 
but  on  balance  it  works  very  well  for  most  of  the  people  who  re- 
quire care. 

The  third  myth  is  that  there  is  a  deteriorating  quality  of  care, 
that  somehow  or  other  the  process  of  health  care  in  Canada  is  sink- 
ing or  has  sunk.  Again,  I  take  issue  with  that.  Canadians  rate  the 
quality  of  their  care  as  excellent  or  very  good.  I  have  already  relat- 
ed to  you  how  physicians  feel  about  that,  and  indeed  as  one  looks 
at  Canada  as  a  rating  internationally,  one  of  the  issues  that  rates 
it  highly  as  a  place  to  live  internationally  is  the  quality  of  health 
care  that  is  available  to  patients,  wherever  they  may  be  from, 
whatever  their  financial  status,  across  the  country. 

The  fourth  myth  is  that  Canadian  health  care  costs  are  out  of 
control  and  that  the  system  is  about  to  go  bankrupt.  There  are 
problems,  that  is  true.  On  the  other  hand,  we  are  not  spending  as 
much  as  a  percentage  of  GDP  as  is  true  in  the  United  States,  and 
what  we  have  looked  at  in  terms  of  the  economy  is  how  we  can 
work  together  not  to  spend  more  money,  because  spending  more  is 
not  the  equivalent  of  getting  better  care  or  better  access,  but  how 
we  can  spend  it  better.  In  uiat  context,  physicians  and  others  are 
working  in  partnership  to  try  and  examine  what  we  can  do  to  pro- 
vide necessary  care  to  all  Cfanadians  when  they  need  it,  whether 
it  is  an  emergency  or  an  urgency  or  an  elective  situation. 

Senator  Metzenbaum.  At  that  point,  would  you  sort  of  comment 
on  the  income  of  members  of  the  medical  profession  in  Canada  as 
compared  to  the  income  of  members  of  the  medical  profession  in 
the  States? 

Dr.  Scully.  In  general,  overall,  about  15  percent  of  the  health 
bill  in  Canada  goes  to  pay  physicians.  In  the  United  States,  de- 
pending on  who  is  doing  the  counting,  that  is  19  to  21  percent.  In 
many  disciplines,  the  average  income  is  about  the  same  between 
physicians  in  the  United  States  and  Canada.  Canada's  tax  system 
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taxes  those  who  do  well  somewhat  more  than  is  true  in  the  United 
States,  so  there  is  less  disposal  income  at  the  end  of  the  day. 

The  other  thing  that  has  resulted  from  the  negotiation  of  fee 
schedules  or  benefit  schedules  in  Canada,  which  at  the  present  sit- 
uation in  the  States  would  violate  antitrust  law,  is  that  there  is 
less  of  a  spread  within  the  profession  between  the  top  and  the  bot- 
tom. There  is  less  disparity;  there  is  some,  but  there  is  less  dispar- 
ity between  the  primary  care  physician  and  someone  like  myself  as 
a  practicing  caroiac  surgeon.  So  while  I  do  better  than  the  primary 
care  physician,  I  don't  compare  to  my  counterpart  in  New  York  in 
terms  of  income. 

The  fifth  myth,  and  I  really  just  have  a  few  others,  is  that  health 
care  consumers  and  providers  are  flocking  to  the  United  States. 
With  regard  to  Canadian  patients  coming  to  the  United  States,  the 
out-of-countr>'  payments  have  been  at  2.5  percent  for  some  time, 
and  indeed  are  going  down  as  Canadian  governments  are  insuring 
less  for  those  who  travel  outside  of  the  country. 

America  has  some  of  the  best  medical  centers  in  the  world  and 
that  is  admired  and  respected  by  everybody,  and  I  pursued  some 
of  my  own  training  at  Harvard,  recognizing  that  situation.  So  it  is 
the  case,  as  from  all  over  the  world,  that  for  some  of  the  centers 
there  will  be  international  patients.  That  should  be  and  always  will 
be  the  case. 

So  far  as  physicians  are  concerned,  the  net  migration  of  Cana- 
dian physicians  to  the  United  States  has  stayed  stable  at  about  200 
in  terms  of  net  transfer  back  and  forth  over  the  course  of  the  last 
few  years.  There  are  65,000  doctors  in  the  country.  It  isn't  a  mass 
migration  to  the  United  States,  although  I  must  say  parentheti- 
cally that  if  primary  care  becomes  the  access  to  specialists  and 
other  care  in  this  country  and  only  9  percent  of  the  physicians 
being  produced  in  the  medical  schools  in  the  United  States  are 
presently  in  primary  care,  we  are  concerned  that  we  may  lose  all 
of  our  primary  care  physicians  to  the  United  States. 

The  sixth  myth  is  that  we  ration  care  in  favor  of  the  rich  and 
powerful,  and  some  reference  is  made  to  that,  and  that  simply  is 
not  the  case.  There  is  in  any  country  the  power  of  affluence  and 
the  power  of  influence.  That  is  a  fact  of  life  and  a  reality  that  ev- 
erybody lives  with. 

What  Canada  has  been  able  to  do  with  a  universal  system  is  to 
close  the  gap  between  what  is  accessible  and  available  to  people  of 
any  income  group,  ethnic  group,  or  geographic  distribution,  and 
that  has  been  very  successful  and  really  has  oeen  recognized  inter- 
nationally as  one  of  the  pluses  of  the  system. 

Finally,  the  myth  that  is  true  universally,  we  think,  as  physi- 
cians is  that  doctors  are  largely  to  blame  for  the  rising  health  care 
costs.  The  whole  issue  of  what  doctors  do  is  being  examined  in 
every  country.  There  is  no  question  about  that  and  that  is  very  im- 
portant. What  we  are  doing  in  Canada  to  examine  that,  quite  apart 
from  the  utilization  and  the  practices  that  we  have,  is  working  in 
partnership  with  government,  with  hospitals,  with  nurses,  with 
community  groups  in  examining  what  we  are  doing  in  order  to  be 
able  to  do  it  better,  to  be  able  to  do  it  for  less,  to  bring  it  closer 
to  what  the  patient  is,  which,  after  all,  is  the  reason  why  we  are 
there,  without  at  the  present  time,  and  hopefully  in  the  future,  a 
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lot  of  interference  from  the  point  of  view  of  second-guessing  and 
second  opinions  and  administrative  interference. 

Now,  those  are  some  of  the  issues,  Senator,  that  have  been  par- 
ticularly irksome,  I  think,  to  Canadians.  Our  reality  overall  is  that 
our  country,  as  is  yours,  is  examining  the  health  costs,  what  con- 
stitutes the  health  costs,  and  what  we  can  do.  Our  reality,  I  think, 
is  the  same  as  yours  that  we  cannot  continue  to  spend  evermore 
on  health  and  compromise  dollars  that  could  be  usefully  used  oth- 
erwise to  benefit  society  generally,  and  we  are  certainly  active  and 
enthusiastic  partners  in  that  system, 

[The  prepared  statement  of  Dr.  Scully  follows:] 

Prepared  Statement  of  Dr.  Hugh  E.  Scully 

Ladies  and  gentlemen,  i  is  indeed  a  pleasure  for  me  to  be  here  this  afternoon  on 
behalf  of  the  Canadian  Medical  Association.  Let  me  say  from  the  outset  that,  in 
agreeing  to  appear  before  this  subcommittee,  our  aim  is  not  to  try  and  persuade  the 
American  people  to  adopt  our  system  or  any  other  single  payor  system.  Rather,  our 
aim  is  to  close  the  gap  on  some  of  the  misinformation  that  continues  to  abound  in 
reports  coming  out  of  the  United  States  about  one  such  system — the  Canadian  sys- 
tem. The  just-released  report  from  the  National  Center  for  Policy  Analysis  is  a  case 
in  point. 

The  question  might  then  legitimately  be  asked:  Why  would  Canadians  worry 
about  the  misinformation  being  circulated  in  the  U.S.  about  our  system?  Why  bother 
to  m£ike  the  effort  to  set  the  record  straight? 

The  answer  is  partly  national  pride  and  partly  self-defense.  Not  a  day  goes  by 
that  Canadians  are  not  subjected  to  a  wide  array  of  purported  failings  in  their  sys- 
tem from  U.S.-based  media.  The  average  American  may  not  know  that  over  80  per- 
cent of  Canadians  live  within  100  miles  of  our  shared  border.  Virtually  every  Cana- 
dian can  now  tune  in  via  satellite  or  cable  to  any  number  of  U.S.-based  television 
programs  or  read  any  number  of  major  U.S.  newspapers.  When  average  Canadian 

{>hysicians  hear  or  read  distorted  reports  about  their  health  system  they  expect 
eaders  in  the  health  community  to  challenge  such  reports.  More  specifically,  to 
allow  misinformation  about  the  ills  of  Canada's  health  system  to  spread  widely  in 
the  U.S.  makes  our  task  back  home  of  making  a  good  system  better  just  that  much 
more  difficult. 

So  the  CMA  is  not  here  today  to  advocate  our  system,  just  explain  how  it  really 
works.  Nor  are  we  here,  as  one  columnist  recently  wrote  in  the  Canadian  Saturday 
Night  Magazine  as  "naive  and  chauvinistic  boosters"  i  of  Canadian  government  poU- 
cies.  The  perspective  I  am  about  to  share  with  you  is  one  shared  bv  most  practicing 
physicians  across  Canada — the  same  physicians  who  helped  build  the  system  and 
now  help  make  it  work  to  serve  all  Canadians'  health  needs. 

Given  the  short  advance  notice  of  this  hearing,  my  remarks  will  of  necessity  be 
brief  and  will  fall  into  two  broad  categories:  stylized  myths  and  emerging  realities. 

STYLIZED  MYTHS 

It  is  difficult  to  know  where  to  begin  or  end  in  terms  of  tackling  the  many  myths 
without  targeting  some  of  the  specific  sources.  (Unfortunately,  some  of  the  myths 
have  their  origins  in  Canada.)  I  have  elected  to  focus  on  those  statements  that  tend 
to  be  most  frequently  reported  and  are  most  off  the  marie. 

Myth  One:  "Canada  has  a  system  of  socialized  medicine." 

Statements  such  as  these  are  especially  irksome  to  Canadian  physicians.  The  ma- 
jority of  Canadian  physicians  are  paid  on  a  fee-for-service  basis  and  are  able  to  prac- 
tice as  independent  entrepreneurs.  Many  are  incorporated  as  small  businesses.  Phy- 
sicians bUl  provincial  plans  for  insured  services  approximately  every  two  weeks  and 
almost  always  receive  prompt  and  complete  payment.  While  we  have  been  denied 
the  option  of  balance  billing  patients  since  1984,  the  medical  profession  (through  the 
CMA  s  divisions)  has  an  opportunity  every  few  years  to  sit  down  with  governments 
and  negotiate  payment  arrangements. 

Similarly,  virtually  all  of  Canada's  1,200  hospitals  are  accountable,  not  to  govern- 
ment, but  to  local  community  Boards  of  Trustees.  Here,  too,  budgets  are  set  prospec- 
tively as  a  result  of  annual  negotiations. 


1  Malcolm  Gladwell,  Saturday  Night,  Octd)er,  1993. 
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Thus,  Canada  has  a  (primarily)  tax-financed  hospital  and  medical  system — it  is 
a  system  of  social  insurance  not  socialized  medicare. 

Myth  Two:  "Canadians  are  dying  on  Waiting  Lists." 

One  can  always  find  unfortunate  instances  of  where  the  system  has  fallen  short 
of  an  individual's  health  care  needs.  Certainly  there  is  always  room  for  improve- 
ment and  we  must  always  try  to  learn  from  our  mistakes.  But  no  country  m  the 
»vorld  is  free  of  the  human  realities  of  unnecessary  premature  morbidity  and  mortal- 
ity. One  of  the  more  outrageous  claims  about  our  system,  however,  comes  in  the 
form  of  the  October,  1993  report  of  the  National  Centre  for  Policy  Analysis  (NCPA). 
In  this  report,  data  are  drawn  from  a  Canadian  study  by  the  Fraser  Institute  that 
has  been  roundly  criticized  by  the  academic  community  and  by  the  community  of 
physicians  from  whom  the  information  was  derived.  (Copies  of  detailed  critiques 
have  been  provided  to  the  Sub-Committee).  The  NCPA  report  also  cites  a  1991  Sta- 
tistics Canada  survey  that  found  that  an  estimated  1.4  million  Canadians  reported 
some  delay  in  receiving  care  and  that  of  these  "more  than  177,(X)0  people  are  wait- 
ing surgical  procedures." 

To  put  these  figures  in  perspective,  it  should  be  noted  that  it  is  difficult  to  judge 
urgency  as  there  is  no  objective  standard  for  defining  the  level  of  urgency.  In  this 
survey  6.6  percent  of  the  adult  population  reported  experiencing  a  delay  in  obtain- 
ing health  care.  It  should  be  emphasized,  however,  that  among  those  experiencing 
a  delay,  fewer  than  one  out  of  five  reported  a  delay  in  obtaining  hospital  emergency 
treatment  (247,(X)0 — 17  percent)  and  just  one  in  ten  reported  a  delay  in  hospital  ad- 
mission for  surgery  (155,000 — 11  percent).  Moreover  among  those  reporting  a  delay 
in  hospital  emergency  treatment  almost  one  out  of  two  (47  percent)  received  treat- 
ment within  3  hours,  and  just  one  out  of  six  had  to  wait  more  than  24  hours.  The 
truly  emergent  and  urgent  (life  threatening)  do  receive  immediate  care.  You  simply 
cannot  conclude  from  these  data  that  a  significant  proportion  of  Canadians  have  to 
wait  for  urgently-required  medical  treatment. 

Myth  Three:  "Deteriorating  Quality  of  Care." 

Various  reports  in  the  U.S.  have  suggested  that  Canadians  are  not  getting  good 
quality  care.  Such  reports  seldom  mention  the  fact  that  Canadians  score  signifi- 
cantly higher  than  the  U.S.  (and  most  other  industrialized  countries)  on  every  inter- 
national standard  of  health  outcome  measure.  Such  reports  also  tend  not  to  mention 
the  polling  results  in  Canada  about  this  question.  Lest  there  be  any  doubt  about 
what  Canadian  consumers  and  providers  think,  let  me  share  with  you  just  a  few 
recent  results.  According  to  an  April,  1991  poll:  84  percent  of  Canadians  rate  the 
quality  of  their  medical  care  as  excellent  or  very  good  and  86  percent  rated  their 
health  system  as  excellent,  very  good  or  good.  Similarly,  a  recent  survey  of  Cana- 
dian physicians  (Spring,  isf92)  found  that  83  percent  of  physicians  believe  that  they 
are  able  to  provide  good  or  excellent  care,  free  of  bureaucratic  or  government  inter- 
ference. 

Myth  Four:  "Canadian  Health  Care  Costs  are  (Xit  of  Control." 

Despite  repeated  rebuttals  in  peer-reviewed  journals  over  several  years  now,  some 
commentators  continue  to  play  with  the  figures  until  they  get  the  desired  result. 
Next  to  the  U.S.,  Canada  spends  more  on  a  per  capita  basis  than  any  other  country 
in  the  world.  Annual  cost  increases  have  been  brought  under  control,  however,  over 
the  past  number  of  years.  Also  true,  in  1991,  the  most  recent  year  for  which  data 
are  available,  the  annual  increase  in  real  health  care  spending  was  iust  1.1  percent. 
In  terms  of  the  publicly-financed  share  of  total  health  spending  or  sibout  (72%),  real 
per  capita  spending  has  been  frozen  and,  it  is  now  widely  believed,  is  in  decline. 
The  reason  is  that  Canada  is  stiU  suffering  the  economic  shocks  of  four  recessions 
in  less  than  a  decade  and  continues  to  spend  about  30  percent  less  in  per  capita 
terms  than  the  United  States.  In  1991,  the  most  recent  year  for  which  data  are 
available,  health  spending  in  Canada  as  a  proportion  of  Gross  National  Product 
stood  at  9.9  percent  as  compared  to  over  13  percent  in  the  U.S.  and  by  some  esti- 
mates the  gap  appears  to  be  growing. 

Myth  Five:  "Health  care  consumers  and  providers  are  flocking  to  the  U.S." 

Again,  the  data  simply  do  not  support  such  claims.  Estimates  prepared  by  Carol 
Clemenhagan,  PVesident  of  the  Canadian  Hospital  Association  show  that  the  propor- 
tion of  Ontario  Health  Insurance  payments  made  out  of  Canada  has  remained  con- 
stant since  1982  at  about  2.5  percent  of  total  payments.  Most  of  these  "out-of-coun- 
try  claims"  were  for  Canadians  falling  ill  while  travelling  or  visiting. 

Nor  are  Canadian  physicians  rushing  to  buy  one-way  tickets  to  U.S.  destinations 
in  great  numbers.  While  there  was  an  increase  in  1992  (689)  Government  of  Canada 
figures  show  that  since  the  late  1980s  about  400-500  physicians  leave  Canada  each 
year,  and  about  three  hundred  come  back. 

Myth  Six:  "Canada  Rations  Care  in  Favour  of  the  Rich  and  Powerful." 
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Every  country  in  the  world  must  ration  finite  health  resources  among  competing 
needs — this  is  what  health  economics  is  aU  about.  The  choice  is  not  whether  but 
how  to  ration.  Over  thirty  years  ago  Canadians  elected  to  allocate  their  considerable 
health  resources  according  to  relative  medical  necessity.  So  did  most  other  devel- 
oped countries  of  the  wond.  (The  alternative  was  to  ration  according  to  abiUty  to 

pay.) 

Numerous  Canadian  studies  clearly  show  that  the  gap  in  per  capita  use  across 
socioeconomic  groups  was  significtintly  reduced  with  the  advent  of  umversal  hospital 
and  medical  insurance  programs.  The  fact  that  significant  health  inequalities  still 
exist  in  Canada — and  every  other  country  in  the  Western  World — simply  reflects  the 
variety  of  other,  more  fundamental  determinants  of  health  status.  To  point  to  such 
inequalities  as  an  indication  that  Canada  favours  the  rich  and  powerful  lends  a 
whole  new  meaning  to  the  old  adage  that  necessity  is  the  mother  of  invention"!  The 
NCPA  has  stoopea  to  new  lows  in  suggesting  that  global  budgets  in  Canada  have 
been  targeted  at  or  discruninate  against  Canada's  poor,  elderly,  or  social  minorities. 
The  data  simply  do  not  bear  this  out. 

Myth  Seven:  "Doctor's  are  leirgely  to  blame  for  rising  health  costs" 

The  claim  that  doctors  are  largely  to  blame  for  rising  health  costs  is  not  unique 
to  Canada.  One  of  Canada's  noted  health  economists  for  example  has  stated  that 
"fee-for-service  is  the  root  of  all  evil".  Bureaucrats  and  politicians  uncritically  repeat 
estimates  that  from  20-30  percent  of  what  doctors  do  is  unnecessary,  and  it  is  often 
asserted  that  doctors  are  obstacles  to  change.  With  regard  to  physician  remunera- 
tion the  best  conclusion  that  can  be  drawn  irom  the  available  evidence  is  that  there 
is  no  one  best  method  of  paying  physicitms.  Indeed  at  the  present  time  only  two- 
thirds  of  physicians  in  Canada  obtain  90  percent  or  more  of  their  professional  in- 
come from  fee-for-service;  a  wide  variety  of  alternative  modes  are  available.  With 
regard  to  inappropriate  medical  care,  a  major  problem  to  date  has  been  the  lack  of 
sufficient  information  and  data.  In  Canada  we  are  moving  qruickly  to  address  this 
through  research  on  health  outcomes  and  clinical  practice  guidelines. 

The  medical  profession  is  working  very  activety  in  this  area  in  many  instances 
cooperatively  with  government.  The  Institute  for  Clinical  Evaluative  Sciences  in  To- 
ronto was  established  throurfi  the  Joint  Management  Committee  of  the  Ontario 
Medical  Association  and  the  Ontario  Government.  There  are  similar  joint  efforts  un- 
derway in  virtually  all  jurisdictions  in  Canada.  I  would  add  that  the  CMA  has  un- 
dertaken a  major  quality  project;  part  of  which  has  been  the  formation  of  a  national 
partnership  on  clinical  practice  guidelines.  Suffice  it  to  say  that  doctors  want  to  be 
and  should  be  part  of  the  solution. 

These,  then,  are  just  seven  of  the  more  oft-repeated  and  misleading  statements 
sometimes  made  atout  the  Canadian  system.  But  if  these  are  the  myths  surround- 
ing the  problems  we  face,  what  are  the  realities? 

REALITIES 

Canada  certainly  has  its  fair  share  of  health  challenges  when  it  comes  to  doing 
more  with  the  same  or  even  less.  But  we  are  not  alone  in  facing  many  of  these  chal- 
lenges. Virtually  every  country  in  the  industrialized  world  is  looking  to  reform  its 
hedth  care  system  or  has  already  done  so.  The  same  is  true  of  Canada — we  are  in 
the  process  of  reforming  the  system. 

Again  because  of  the  constraints  of  time,  we  can  only  provide  you  with  an  over- 
view of  some  of  the  key  challenges.  A  Woriting  Group,  which  I  chair  for  the  CMA, 
recently  released  a  discussion  paper  entitled  'Toward  a  New  Consensus  on  Health 
Financing  in  Canada."  Copies  of  this  paper  have,  I  believe,  been  made  available  to 
committee  members  and  I  invite  you  to  refer  to  the  details  contained  in  the  paper 
covering  the  points  I  smi  about  to  make. 

Canada's  system  of  organizing,  financing  and  delivering  health  care  services  has 
always  tried  to  balance  tne  objectives  of  aifordability,  on  the  one  hand,  with  acces- 
sibility to  good  quality  care,  on  the  other  hand,  llie  recent  world-wide  economic 
down  turn  and  the  conservative  economic  outlook  have  fundamentally  disrupted  this 
long-standing  balance. 

The  CMA  discussion  paper  sets  out  a  number  of  pressures  on  the  system — demo- 
graphic technological  and  attitudinal,  and  identifies  options  for  the  future.  But  the 
critical  problem  is  what  we  refer  to  as  the  "affordabUity  crisis"  in  Canadian  health 
care.  On  a  per  capita  basis,  Canada  is  now  one  of  the  most  indebted  nations  in  the 
world.  While  the  numbers  in  absolute  dollar  terms  may  not  have  the  same  reaction 
here  as  at  home,  they  are  grim.  With  unemployment  standing  at  11  percent  and 
forecast  to  continue  at  this  level  for  sometime  and  with  an  accumulated  public  debt 
of  some  $650  billion — 87  percent  of  our  annual  Gross  National  Product — govern- 
ments are  being  forced  to  make  hard  choices.  With  over  $67  billion  going  to  health 
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care  in  total  each  year  and,  on  average,  one-third  of  provincial  government  spending 
going  to  health  care  each  year,  global  health  budgets  are  being  frozen  or,  in  some 
cases,  even  rolled  bad(. 

As  governments  have  been  forced  by  rising  debt-servicing  costs  to  reevaluate 
spending  priorities,  better  health  planning  and  management  have  not  always  or 
even  usually  been  the  focus.  The  federal  government  has,  in  some  cases,  simply 
tried  to  pass  part  of  its  debt  management  problem  on  to  the  orovinces  in  the  form 
of  reduced  fiscal  transfers  for  health  problems;  in  what  Ted  Marmor  has  referred 
to  as  a  "policy  by  stealth."  Meanwhile,  some  provincial  governments — especially  in 
the  poorer  regions  of  the  country — have  been  forced  to  cut  costs  in  any  number  of 
ways:  capping  hospital  budgets  resulting  in  bed  and/or  hospital  closures,  reducing 
out-of  country  health  benefits,  de-insuring  certain  non-essential  medical  services,  re- 
ducing/eliminating child  dental  benefits  and  reducing  drug  benefits  to  seniors  (or  in- 
creasing co-payments)  and  capping  physician  incomes. 

The  effect  of  many  of  these  often  uncoordinated  measures  has  been  to  shift  an 
ever  increasing  share  of  the  total  health  bill  on  to  the  private  sector.  It  may  surprise 
some  of  you  to  learn  that  the  public  sector  now  accounts  for  about  72  percent  of 
total  spending  in  Canada;  down  from  a  high  of  78  percent  just  a  few  years  ago.  This 
process  of  passive  privatization  has  now  put  Canada  well  below  the  average  for  in- 
dustrialized (OECD)  countries.  It  is  also  not  that  far  ahead  of  the  U.S.,  if  one  factors 
in  what  economists  refer  to  as  the  "tax  expenditures"  built  into  your  system  of 
health  financing. 

As  the  Working  Group's  discussion  paper  suggests,  Canada  may  now  have 
reached  the  point  where  we  must  reconsider  whether  we  can  continue  to  fund  "ev- 
erything for  everyone".  Since  there  is  still  very  strong  support  for  the  principal  of 
universality,  the  debate  in  Canada  has  now  centered  on  the  question  of  more  care- 
fully defining  or  proscribing  what  are  core  medically-required  services.  Increased  at- 
tention is  also  being  focussed  on  what  can  be  done  from  a  public  policy  perspective 
to  defme  a  more  effective  partnership  between  public  and  orivate  (supplementary) 
health  plans.  On  both  counts,  CanatMan  policy  makers  at  the  government,  institu- 
tional and  clinical  levels  will  be  looking  with  more  than  passing  interest  at  the  de- 
bate unfolding  in  the  United  States.  This  issue  of  defining  "core  benefits"  is  clearly 
central  to  the  debate  here  in  Washington  around  health  reform.  So  too  is  the  ques- 
tion of  the  interface  between  public  and  private  insurance  markets. 

To  summarize  quickly,  our  objective  this  afternoon  has  been  to  give  you  an  honest 
assessment  of  the  myths  and  realities  of  the  Canadian  health  system  to  "close  the 

fap"  on  misinformation.  The  challenges  we  face  may  differ  in  degree  but  appear  to 
e  converging  in  terms  of  direction.  The  need  for  change  is  not  disjputed.  The  chal- 
lenge is  to  recognize  it.  embrace  it  and  manage  it  on  both  sides  of  the  border  and 
let  us  not  have  misinformation  stand  in  the  way.  Thank  you  for  your  attention. 

Senator  Metzenbaum.  Thank  you  very  much  for  a  very  reasoned 
and  balanced  approach.  It  is  certainly  very  helpful  to  us.  How 
many  years  ago  did  the  Canadian  system  go  into  effect? 

Dr.  Scully.  The  debate  began  really  coming  out  of  World  War 
II,  the  depression  and  World  War  II  and  in  the  1950's,  and  it  was 
in  the  province  of  Saskatchewan  and  moved  west  and  then  moved 
east,  and  it  resulted,  in  1962,  in  legislation  in  Saskatchewan  to  do 
with  health  services  and  professional  services.  In  1957,  there  was 
a  hospital  insurance  act  passed  nationally,  which  I  might  point  out 
was  supported  unanimously  by  all  of  the  political  parties  across  the 
country. 

In  the  1960's,  physician  services  were  included  m  terms  of  pub- 
licly financed  insurance  for  all  patients,  regardless  of  barriers.  Fi- 
nally, in  1984  the  Canada  health  act  enshrined  the  5  principles 
upon  which  the  Canadian  health  care  system  is  based. 

Senator  Metzenbaum.  What  do  you  do  about  malpractice  up 

there? 

Dr.  Scully.  The  malpractice  situation  is  not  as  severe  as  it  has 
been  in  the  United  States.  I  would  point  out,  however,  that  there 
has  been  a  significant  increase  in  recent  years,  and  again  there  is 
a  spillover  effect,  the  coat-tail  effect,  that  we  sustain  as  a  con- 
sequence of  being  good  neighbors  to  the  north.  As  a  percentage  of 
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earned  income,  which  I  think  is  what  it  comes  down  to,  many  phy- 
sicians in  Canada  are  paying  as  much  as  their  counterparts  in  the 
United  States  as  a  percentage  of  their  earned  income.  The  absolute 
numbers  are  quite  different.  There  is  an  urgent  need  in  our  coun- 
try also  to  address  the  issue  of  malpractice,  defensive  medicine, 
and  the  costs  that  are  there. 

Senator  Metzenbaum.  Thank  you  very  much. 

Dr.  Rachlis,  a  physician  from  the  Hassle-Free  Clinic. 

Dr.  Rachlis.  Good  afternoon.  Senator.  My  name  is  Michael 
Rachlis.  I  am  a  community  medicine  physician.  I  am  a  part-time 
professor  at  the  department  of  clinical  epidemiology  at  McMaster 
University  in  Hamilton,  Ontario,  and  I  also  work  part-time  at  the 
Hassle-Free  Clinic  in  downtown  Toronto.  But,  primarily,  I  earn  my 
living  as  a  private  consultant  in  health  policy  and  as  an  author  on 
health  care  issues. 

Senator  Metzenbaum.  Is  the  Hassle-Free  Clinic  named  after 
somebody  or  does  it  mean  there  aren't  any  hassles  there? 

Dr.  Rachlis.  Well,  it  is  interesting.  It  is  the  latter,  mainly,  and 
it  was  developed  in  the  1960's  before  we  had  public  medical  insur- 
ance in  Canada,  in  Toronto,  and  when  we  had  many  kids  on  the 
street  who  needed  health  care.  So  it  was  set  up  by  dedicated  physi- 
cians, nurses,  and  others  to  provide  free  medical  care  to  people  who 
needed  it. 

Then,  of  course,  as  public  medical  insurance  was  implemented, 
we  didn't  need  to  provide  general  medical  care  and  the  clinic  fo- 
cused subsequently  on  sexually-transmitted  diseases,  AIDS,  and 
family  planning. 

Senator  Metzenbaum.  So  hassle-free  actually  means  it  is  free  of 
hassles? 

Dr.  Rachlis.  That  is  what  it  meant. 

Senator  Metzenbaum.  Thank  you. 

Dr.  Rachlis.  I  would  like  to  start  off  by  briefly  drawing  an  anal- 
ogy with  something  that  is  a  favored  activity  in  both  of  our  coun- 
tries. 150  years  ago,  there  was  a  game  that  resembled  baseball  that 
was  played  near  London,  Ontario.  One  year  later,  Abner  Doubleday 
wrote  down  the  rules  of  the  game  and  modified  the  game  that  had 
been  first  played  in  Canada. 

Fast-forward  to  1977  and  the  Toronto  Blue  Jays  come  into  the 
American  League  and,  of  course,  15  years  later,  after  we  have 
learned  so  much  from  you  people  about  baseball,  we  won  the  World 
Series.  Of  course,  Goa  willing  and  a  good  wind,  we  will  win  this 
year  again.  [Laughter.] 

Dr.  Rachlis.  So  I  hope  that  such  productive  exchange  which  has 
produced  the  game  of  baseball  will  produce  better  health  care  in 
both  our  countries,  and  in  that  spirit  I  would  like  to  give  something 
to  the  committee,  if  I  could,  from  Canada.  I  have  a  Toronto  Blue 
Jays  hat  that  I  would  like  to  give  to  the  chairperson,  although  I 
would  not  be  aggrieved  if  you  didn't  wear  it  back  home,  but  I  have 
worn  one  in  Cleveland's  fine  stadium  myself. 

I  also  have  some  Blue  Jay  baseball  bats  which  you  may  find  use- 
ful in  beating  off  some  of  the  special  interests  that  I  hear  are  try- 
ing to  influence  you  on  these  matters.  I  have  enough  for  every 
member  of  the  committee.  [Laughter.] 
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If  I  may  go  into  my  formal  remarks,  I  find  myself  on  this  panel 
in  quite  a  bit  of  agreement  with  what  Dr.  Scully  has  had  to  say 
that  there  are  a  lot  of  stories  about  the  Canadian  health  care  sys- 
tem which  are  frankly  offensive  to  Canadians.  They  are  usually 
produced  by  American  special  interest  groups  that  are,  of  course, 
trying  to  influence  your  policy  debate,  but  occasionally  by  Canadi- 
ans themselves. 

I  am  offended  by  them  for  two  reasons.  First  of  all,  many  of  them 
are  just  frankly  untrue,  and  I  have  documented  such  a  case  in  my 
written  testimony  about  a  Mr.  Albert  Mueller  who  was  claimed  to 
be  on  a  very  long  waiting  list  for  heart  bypass  surgery  in  Van- 
couver, when  it  turned  out  that  a  further  investigation  by  myself 
of  the  particulars  of  the  situation  indicated  that  he  could  have  had 
his  surgery  almost  immediately  for  his  very  serious  heart  problem, 
but  he  had  chosen  himself  on  many,  many  occasions  to  postpone 
the  operation.  He  never  did  want  to  have  the  surgery.  He  finally 
did  have  it  a  couple  of  years  after  the  initial  diagnosis. 

But  there  are  many  such  myths  about  patients  in  the  Canadian 
health  care  system.  £uid,  in  fact,  I  see  a  couple  of  them  in  the  docu- 
ment that  was  recently  produced  by  the  National  Center  for  Policy 
Analysis  jointly  with  The  Fraser  Institute.  I  would  advise  Ameri- 
cans that  when  you  hear  something  about  the  Canadian  health 
care  system  which  doesn't  seem  to  be  true,  don't  immediately  be- 
lieve it  because  quite  often  the  stories  will  be  found  to  either  be 
frankly  untrue  or  not  as  written. 

However,  the  Canadian  health  care  system  does  have,  certainly, 
many  problems,  and  one  of  the  major  problems  that  the  health  care 
system  in  Canada  has  is  a  lack  of  management.  As  Dr.  Scully  has 
indicated,  we  don't  have  socialized  medicine  in  Canada.  We  have 
what  another  Canadian  physician  and  author  has  referred  to  as 
public  payment  for  private  practice,  so  that  we  don't  have  a  govern- 
ment-run system. 

Quite  frankly,  we  don't  find  that  sometimes  the  private  manage- 
ment is  really  managing  the  resources  very  well  either,  and  I  think 
that  the  example  of  cardiac  care  is  a  good  one  where  in  the  late 
1980's  there  were  a  number  of  press  stories  about  problems  in  To- 
ronto with  access  to  heart  surgery.  Some  of  them  were  not  true,  or 
certainly  not  true  as  written,  but  there  were  problems  that  had  de- 
veloped in  the  late  1980's  for  a  variety  of  reasons  and  a  committee 
of  cardiac  surgeons  and  cardiologists  and  epidemiologists,  with 
some  government  facilitation,  developed  a  prioritization  system  in 
Ontario  which  has  led  to  a  dramatic  decrement  in  waiting  times 
there  without  the  infusion  of  very  many  new  resources,  about  a  10- 
,  15-percent  increase  in  overall  patient  volume. 

I  think  that  one  of  the  major  lessons  of  that  episode  is  that  many 
times  the  true  problems  that  we  do  have  in  our  system  are  not  due 
to  lack  of  resources,  forced  rationing  fi-om  global  budgets,  etc,  but 
rather  due  to  lack  of  management  because  government,  if  anything, 
is,  in  my  view,  a  little  too  hands-off  in  Canada,  trying  to  abide  by 
the  social  contract  that  they  feel  they  signed  with  public  health  in- 
surance, which  was  that  they  would  supply  the  money  and  then 
the  medical  profession,  administrators,  and  others  would  run  the 
system. 
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A  second  problem  in  Canada  that  I  think  bears  on  your  debate 
is  that  many  problems  that  we  do  have  reflect  Cainada's  implemen- 
tation of  its  single-payer  system.  Single-payer  simply  means  that 
you  have  a  single  source  of  finance,  which  I  believe  is  about  the 
only  way  in  which  a  society  can  guarantee  access  and  have  major 
macro  levers  for  controlling  costs. 

But  there  are  many  different  systems  of  delivery  of  care  that  can 
be  developed  within  that.  Just  as  an  example,  one  of  the  problems 
we  have  in  Canada  is  that  we  do  have  a  proliferation  of  what  are 
referred  to  as  walk-in  clinics,  with  over  100  in  the  metro  Toronto 
area  mainly  staffed  by  general  practitioners  who  don't  have  regular 
family  practices.  Patients  are  quite  frankly  encouraged  to  come  in 
and  see  a  physician  for  very,  very  minor  problems. 

At  the  other  end,  I  think  that  we  do  have  some  lack  of  access, 
or  we  could  have  better  access  for  certain  types  of  procedures  like 
hip  replacements,  for  example.  But  that  doesn't  mean  that  you 
have  to  implement  a  single-payer  exactly  the  same  way  as  we  have, 
and  just  as  implementation  of  single-payer  in  the  United  States  is 
no  guarantee  that  you  will  win  the  World  Series,  it  also  is  no  guar- 
antee that  you  will  get  our  set  of  problems.  You  will  probably  get 
some  other  problems  as  you  implement  it  in  your  fashion  that  you 
are  going  to  have  to  deal  with. 

So  I  think  with  that  I  would  like  to  close  my  official  testimony 
and,  if  I  can,  present  you  with  your  mementos  from  Canada. 

Senator  Metzenbaum.  Fine,  thank  you. 

[The  prepared  statement  of  Dr.  Rachlis  appears  at  the  end  of  the 
hearing  record.] 

Senator  Metzenbaum.  Dr.  Marmor,  I  have  to  apologize  to  you, 
but  I  have  a  meeting  with  the  Leader  on  a  totally  different  subject 
and  please  forgive  me  for  having  to  leave.  We  will  take  a  look  at 
the  record,  but  Senator  Wellstone  will  carry  on. 

I  want  to  thank  all  of  you  from  Canada.  You  have  been  particu- 
larly helpful.  I  think  your  testimony  has  been  extremely  lucid  and 
very  informative,  and  it  has  meant  a  lot  to  us  and  we  will  try  to 
share  your  comments  with  our  colleagues  because  I  think  there  is 
considerable  misinformation  about  the  Canadian  system.  I  con- 
gratulate you  on  it  and  hope  that  we  can  move  in  a  somewhat  simi- 
lar direction.  Thanks  a  lot. 

Senator  Wellstone  [presiding.]  Thank  you,  Mr.  Chairman. 

Mr.  Marmor. 

Mr.  CMarmor.  Thank  you,  Mr.  Chairman.  I  understand  the 
problem.  I  should  have  known,  with  Michael  Rachlis  to  my  right, 
that  there  would  be  some  special  hijinks  that  would  cover  the  activ- 
ity. I  have  no  gifts  to  give  you  at  all,  but  I  do  have  25  years  of  ex- 
perience writing  about  medical  care,  politics,  and  economics,  and 
what  I  would  like  to  do.  Senator  Wellstone,  is  in  the  short  time 
that  we  have  allowed  for  presentation,  instead  of  going  over  all  the 
points  in  my  testimony,  just  highlight  three  claims — one,  a  claim 
about  fact  and  fiction  concerning  single-payer  arrangements. 

Second,  I  want  to  say  something  about  what  I  take  to  be  the  core 
features  of  single-payer  plans  in  operation,  and  then,  third,  say 
something  about  what  I  could  imagine  being  problems  of  adapting 
single-payer  schemes  to  the  United  States. 
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Now,  on  this  first  point,  fact  and  fiction  about  single-payer  and, 
in  particular,  fact  and  fiction  about  Canada,  I  think  I  am  in  the 
lucky  position  of  not  having  to  address  Canadian  detail.  You  have 
had  plenty  of  testimony  already.  I  would  want  to  wholly  associate 
myself  with  what  Dr.  Scully  has  said  and  what  I  know  Michael 
Rachlis  has  written.  The  only  thing  I  would  add  to  that  is  that  we 
have  in  the  United  States,  after  20  years  of  talk  across  the  border, 
really  very  little  appreciation  of  the  most  basic  facts  about  Canada 
and  we  have  a  kind  of  hysterical  discussion  about  anecdote  after 
anecdote,  and  all  I  can  say  is  that  we  have  been  lucky  today  to 
have  testimony  from  people  who  know  what  they  are  talking  about. 

Let  me  turn  from  that  to  a  quite  different  point.  I  find  the  dis- 
cussion of  single-payer  itself  actually  misleading  in  certain  ways. 
Michael  Rachlis  just  said  that  single-paver,  after  all,  only  refers  to 
a  single  source  of  funds.  It  is  like  describing  an  insurance  or  medi- 
cal care  financing  arrangement  by  its  plumbing.  It  has  nothing  to 
do  necessarily  with  eligibility.  It  has  nothing  to  do  necessarily  with 
scope  of  benefits.  It  has  nothing  to  do  necessarily  with  the  com- 
petence of  those  who  run  it.  It  is  an  inadequate  label. 

What  I  would  want  to  urge  you  to  think  about  is  putting  the 
label  aside  for  a  moment  and  saving  what  are  the  characteristics 
of  a  decent  operating  system  of  nealth  care  delivery  and  finance, 
and  then  what  would  it  take  to  take  those  characteristics  and  apply 
them  in  the  United  States,  and  let  me  go  through  three  or  four  of 
them.  There  is  not  veiy  much  difference,  by  the  way,  at  the  level 
of  principle  between  what  I  am  going  to  say  and  what  the  Presi- 
dent has  said  or  what  you  say. 

The  first,  I  would  say,  is  that  we  have  few  examples  in  the  world 
of  insurance  or  financing  schemes  working  very  well  if  they  cover 
only  part  of  the  population;  that  is,  universal  schemes  seem  to 
work  better,  ones  that  put  people  in  the  same  boat.  Why?  It  is  not 
simply  because  you  have  to  have  100  percent  of  the  group  in  the 
plan  in  order  to  make  it  work  at  all.  It  is  that  when  everybody  is 
in  the  same  boat,  politically  there  is  much  more  aggressive  mon- 
itoring that  takes  place  over  what  happens.  So  universality  here 
doesnt  mean  everyoody  has  insurance,  but  universality  here,  un- 
derstood this  way,  means  that  everybody  has  insurance  under 
roughly  the  same  terms,  which  is  the  key  to  monitoring. 

The  second  feature  that  I  think  is  absolutely  crucial,  and  it  is  il- 
lustrated by  Canada  but  not  restricted  to  Canada,  is  that  what  the 
insurance  or  the  payment  covers  is  what  ordinary  people  and  ordi- 
nary physicians  and  nurses  and  hospital  administrators  think  to  be 
medical  care.  If  you  start  segmenting  what  takes  place  and  saying 
some  things  are  in  and  some  things  are  out,  much  of  your  fight 
about  cost  containment  takes  place  at  the  boundary  or  the  borders, 
what  is  in  and  what  is  out. 

Most  of  the  schemes  around  the  world  that  have  been  successful 
in  balancing  costs,  quality  and  access  have  a  very  broad  conception 
of  what  is  covered,  but  a  very  tight  conception  of  what  the  budget 
should  be  that  is  available  to  pay  for  what  is  covered. 

The  third  feature  that  I  think  is  very  important  that  was  men- 
tioned by  Dr.  Scully  has  to  do  with  what  choice  is  a  choice  about. 
In  the  United  States  today,  there  is  a  lot  of  discussion  in  the  Clin- 
ton plan  about  choice  of  insurance  plan.  That  is  not  the  choice  that 
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most  people  in  the  world  in  plans  that  work  pretty  well  are  con- 
cerned about.  What  they  are  concerned  about  is  choice  of  caregiver 
and  the  caregiver's  choice  of  a  course  of  action  that  makes  sense 
to  the  caregiver,  I  think  it  is  terribly  important  to  highlight  that. 
Most  plans  of  the  OECD  world  that  use  either  single-paver  financ- 
ing or  some  close  surrogate  have  considerable  choice  of  caregiver, 
particularly  primaiy  caregivers. 

The  fourth  and  last  point  I  want  to  make  is  that  all  of  these 
schemes  have  much  more  successful  records  of  cost  control  than 
does  the  United  States.  As  you  know,  we  spend  now  over  14  per- 
cent of  GNP  on  medical  care.  The  closest  competitor  is  Canada,  just 
under  10  percent  of  GNP,  and  the  rest  of  the  OECD  countries  clus- 
ter between  7  and  9  percent  of  GNP,  So  our  record  on  cost,  while 
we  use  extensive  cost-sharing,  while  we  have  extensive  omissions 
in  coverage,  and  while  we  have  an  extraordinary  range  of  choice  of 
insurance  plans,  is  very  poor  on  that  dimension. 

My  last  point  related  to  that  is  this.  Some  people  hold  out  the 
view  that  we  are  talking  in  the  United  States  now  about  a  competi- 
tive plan  as  an  alternative  to  a  single-payer  plan.  Well,  I  would 
like  to  emphasize  that  every  single-payer  plan  in  the  world  that  I 
know  of  has  intense  competition  among  providers  or  among  physi- 
cians and  hospitals  for  customers,  for  patients. 

The  question  is  not  whether  there  is  competition  in  single-payer 
schemes.  The  question  is  on  what  basis  is  there  competition,  and 
if  you  have  given  prices  for  medical  care  that  are  equal  in  a  juris- 
diction, then  people  compete  on  real  or  presumed  quality,  not  on 
price.  Those  are  the  elements  that  I  would  emphasize  m  single- 
payer  schemes  that  combine  into  operational  arrangements  that 
produce  more  satisfactory  results  than  we  have  got. 

The  last  thing  I  want  to  turn  is  if  I  were  using  those  elements 
as  building  blocks  for  the  United  States  and  I  used  Canada  as  an 
illustration  of  building  blocks  in  operation,  what  would  I  say  about 
the  adaptation  of  Canadian  experience  to  the  United  States? 

I  would  emphasize  three  points.  First,  we  have  had  a  discussion 
here  already  about  waiting  times.  I  align  myself  much  more  with 
the  characterization  of  waiting  time  as  not  a  major  issue  in  Can- 
ada, but  there  are  arguments  about  it  and  there  is  certainly  time 
for  some  high-technology  interventions. 

On  the  otner  hand,  iTyou  think  about  the  difference  between  the 
United  States  and  Canada  spending  14  percent  versus  10  percent, 
and  given  our  supply  of  high-technology  equipment,  I  can't  imagine 
any  waiting  time  problem  at  all,  given  our  current  level  of  tech- 
nology in  most  of  the  areas  people  have  been  mentioning.  That 
would  be  point  number  one. 

Point  number  two — and  this  is  a  really  serious  problem — Can- 
ada's single-payer  arrangement,  as  Australia's  single-payer  ar- 
rangement, as  other  close  substitutes  for  that,  Germany  and 
France  and  Japan — all  of  those  schemes  are  basically  financed  and 
run  and  pay  on  a  fee-for-service  basis.  We  have  already  got  a  good 
deal  of  pre-paid  group  practice  and  surrogates  for  it — IPAs,  PPOs, 
that  whole  battery  of  things  called  managed  care. 

Now,  I  believe  managed  care  includes  devils  and  delights.  Any- 
body who  thinks  that  calling  something  managed  care  produces 
good  management  believes  in  tooth  fairies.  But  the  fact  is  we  have 
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got  a  lot  of  care  organized  in  group  practice  arrangements,  and  the 
Canadian  model  or  any  of  those  others  is  not  well  suited,  without 
adaptation,  to  it.  There  are  real  problems  of  trying  to  mix  capita- 
tion schemes  and  fee-for- service  schemes  that  I  think  my  colleagues 
from  Canada  would  all  agree  with.  I  am  not  going  to  go  into  detail 
here,  but  just  say  that  is  an  area  of  adaptation. 

The  third  and  last  point  that  I  would  make  is  that  we  emphasize, 
those  of  us  who  write  about  medical  care  matters,  that  primary 
care  should  be  the  focal  point  of  American  reform  and  that  we  have 
got  more  specialists  than  any  other  place  in  the  world.  But  the 
remedy  that  people  think  about,  which  is  that  we  should  increase 
the  supply  of  primary  care  providers  by  having  medical  schools 
change  their  recruitment  and  retention  of  students,  strikes  me  as 
an  adaptation  that  is  hopeless  because  we  are  talking  about  10 
years  down  the  line. 

It  strikes  me  that  another  adaptation  is  one  we  actually  could 
learn  -"rom  Canada  which  Hugh  Scully  talked  about.  If  we  paid  dif- 
ferent for  primary  care  services,  the  Canadian  experience  snows  us 
that  we  will  get  more  primary  care  services.  You  don't  have  to 
change  the  whole  pipeline  in  order  to  get  an  adjustment  in  what 
doctors  do. 

Anyway,  those  are  the  three  that  I  would  mention  at  the  outset. 
I  think  the  thing  I  would  emphasize,  in  conclusion,  is  that  Canada 
illustrates  a  single-payer  arrangement,  but  the  key  principles  of  so- 
called  single-payer  decent  health  insurance  arrangements  are  far 
wider  than  Canada,  and  that  the  principles  are  common  and  are 
not  special  to  our  neighbor  to  the  north. 

Senator  Wellstone.  Thank  you  very  much,  Ted  Marmor. 

[The  prepared  statement  of  Mr.  Marmor  follows:] 

Prepared  Statement  of  Ted  Marmor 

Mr.  Chairman,  my  name  is  Ted  Marmor.  I  am  a  professor  of  politics  and  public 
policy  at  Yale  University's  School  of  Organization  and  Management  and  a  longtime 
student  of  health  care  issues. 

I  want  to  thank  you  for  inviting  to  testify  on  the  relevance  of  the  Canadian  experi- 
ence to  health  care  reform  in  the  U.S.  today.  It  is  hard  to  imagine  a  more  fitting 
time  for  someone  like  myself— who  has  spent  much  of  my  academic  life  studying  the 
politics  and  economics  of  health  care  provision — to  try  to  make  practical  use  ofaca- 
demic  knowledge.  I  will  summarize  my  main  points  and  ask  you  to  make  available 
in  the  record  Doth  my  written  testimony  and  the  background  materials  I  have 
brought  along.  Needless  to  say,  I  would  be  happy  to  answer  any  and  all  questions 
you  and  your  colleagues  have. 

INTRODUCTION 

The  reform  of  American  medical  care  is  by  now  the  most  important  topic  on  the 
nation's  domestic  agenda  and  the  centerpiece  of  the  Clinton  Administration's  plans 
for  social  policy  change.  The  debate  over  the  President's  long-awaited  plan  is  al- 
ready extraordinarily  contentious.  It  is  a  war  of  words,  one  whose  outcome  will  af- 
fect the  lives  of  all  Americans. 

The  efforts  to  fix  the  troubled  parts  of  American  medicine  present  great  opportu- 
nities for  success  as  well  as  undeniable  risks  of  disappointment.  President  Clinton's 
commitment  to  health  reform  in  the  1992  election  forcefully  brou^t  medical  care 
to  the  nation's  attention.  The  extraordinarily  extensive  and  unprecedented  effort  by 
the  President's  Task  Force  on  Health  Care  Reform  generated  intense  interest  in  the 
details  of  what  the  Administration  would  prooose  and  alternatives  to  it. 

Like  many  others,  I  awaited  eagerly  the  details  of  what  the  President  envisions. 
But  I — and  the  Health  Care  Study  group  I  have  helped  to  organize — have  not  wait- 
ed to  make  our  statement  because  the  debate  to  date  has  already  produced  so  much 
confiision.  Press  reports  suggest  that  one  of  the  major  challenges  the  Administra- 
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tion's  task  force  faced  was  to  find  terms  for  reform  that  resonate  with  the  American 
public.  "Purchasing  cooperatives"  apparently  failed  this  test  and  were  replaced  hy 
health  aUiances"7^ilanaced  competition",  it  was  found^  meems  little  to  most  Ameri- 
cans, leading  to  a  search  lor  another,  more  appealing  label  for  the  Clinton  Plan. 

It  is  certainly  time  to  move  the  debate  away  irom  marketing  labels  and  pre- 
packaged proposals.  In  a  hearing  like  this,  rny  ami  is  to  discuss  the  essential  build- 
mg  blocks  that  make  for  successful  reform,  the  first  part  of  my  statement  will  ad- 
dress that  topic — the  standards  by  which  any  reform  proposal  should  be  judged. 
Further  debate  about  whether  "managed  competition","smgle  payer",  or  "tax  credit" 
approaches  are  best  in  principle  is  an  arid  exercise.  The  central  question  is  what 
combination  of  policy  and  institutional  changes  will  give  Americans  a  workable,  se- 
cure, and  satisfactory  set  of  medical  care  arrangements.  To  assess  any  of  the  com- 
peting proposals,  the  public  needs  clear  and  sensible  standards,  not  fiirther  rhetori- 
cal connision. 

The  second  section  of  my  testimony  addresses  the  extent  to  which  the  Clinton  pro- 
posal aims  to  satisfy  these  standards.  As  I  argue,  the  President's  principles  are  re- 
markably similar  to  those  identified  with  single-payer  plans  in  general,  and  Cana- 
dian national  health  insurance  in  particular.  The  third  part  of  my  testimony  ad- 
dresses two  further  questions  about  single  payer  proposals  and  the  Clinton  reform 
proposal.  What,  I  ask,  constitute  the  core  elements  of  so-called  single-payer  models 
and  what  does  the  experience  internationally  teach  us  about  the  central  and  periph- 
eral aspects  of  these  models?  Lastly,  what  should  concern  advocates  of  single-payer 
reform  about  the  Clinton  plan  generally  and  more  particularly  the  provision  for 
states  to  choose  such  a  model  if  so  motivated. 

STANDARDS  FOR  HEALTH  CARE  REFORM 

Health  care  issues  are  complex,  we  know.  Diverse  and  conflicting  interests  are  at 
stake.  Serious  reform  means  breaking  new  ground,  undertaking  tasks  with  uncer- 
tain prospects.  Legislative  compromises  are  hard  to  foresee  and  policy  consequences 
difficult  to  anticipate.  Many  conflicting  arguments  and  claims  of  fact    wiU  be  made. 

Yet,  the  experience  of  other  countries  tells  a  great  deal  about  what  health  reforms 
are  possible  and  how  to  accomplish  them.  Defenders  of  our  status  quo  cannot  argue 
that  a  better  system  is  impossible,  because  other  nations  provide  universal  health 
insurance  for  high  quality  medical  care  at  much  lower  cost  than  we  do.  While  re- 
search on  health  care  leaves  many  (juestions  unanswered,  American  experience  and 
research  also  can  teach  us  a  great  deal  about  how  well  particular  reibrms  would 
work  in  the  American  context.  We  know  far  more  today  than  we  did  ten  years  ago 
about  what  features  of  medical  care  Americans  value,  about  the  potential  costs  and 
benefits  of  managed  care,  copayments  in  health  insurance,  and  fee  schedules  as  well 
as  the  ways  in  wnich  medical  professionals  allocate  budgets.  The  standards  outlined 
below  follow  from  our  shared  understanding  of  this  research  and  experience. 

In  an  industry  that  aiccounts  for  one-seventh  of  the  nation's  output,  there  are 
countless  stakeholders  ready  to  use  both  argument  and  deception  to  protect  their 
interests.  In  reforming  a  system  of  such  huge  size  and  complexity,  it  is  all  too  likely 
that  plans  will  work  out  very  differently  from  what  was  intended.  But,  it  is  of  enor- 
mous importance  that  the  coming  debate  eventually  result  in  successful  change.  To 
contribute  to  that  end,  we  hope  to  help  citizens  navigate  the  mine  field  of  "argu- 
ments" and  "facts"  about  the  President's  proposal  and  alternatives  to  it.  We  believe 
the  standards  below  address  the  questions  of  reform  that  reaUy  matter. 

1)  Universal  Coverage 

TTie  United  States  can  and  should  provide  universal  and  broad  health  insurance 
coverage.  No  one  should  be  without  protection  agaunst  the  costs  of  illness,  injury, 
and  disease.  That  means  health  insurance  should  be  portable,  not  depending  on 
where  one  happens  to  live  or  to  be  ill.  The  costs  of  health  insurance  to  individuals 
should  be  independent  of  their  health  risks,  their  prior  ailments  or  afflictions.  In 
short,  there  should  be  community?rated,  not  experience-rated  payment  for  health  in- 
surance. 

2)  Broad  Benefits 

Health  insurance  benefits  should  include  all  ordinary  and  necessary  medical  care. 
This  standard  is  clear:  coverage  of  acute  and  chronic  illness,  of  ordinary  visits  to 
doctors,  of  preventive  care  (like  immunizations),  and  of  substantial  expenses  for  pre- 
scription drugs.  Some  coverage  choices  are  necessarily  less  certain,  but  should  in 
our  iudgment  include  those  benefits  for  mental  health,  dental,  and  long-term  care 
which  nost  clearly  require  medical  skills  and  are  least  vulnerable  to  abuse. 

Health  insurance  must  be  free  of  obfiiscation,  nasty  surprises,  and  senseless  ex- 
clusions. In  a  reformed  system,  patients,  payers,  and  medical  providers  should  have 
little  trouble  teUing  who  is  covered  for  what. 
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3)  Fair  and  Adequate  Financing 

Financing  should  be  fair  and  fiscally  responsible.  It  should  be  broad-based, 
spreading  the  costs  of  care,  not  concentrating  them  on  the  sick  or  the  unlucky.  The 
instruments  of  finance  are  many — general  tax  revenues,  value-added-taxes,  pre- 
miums for  employers  and  employees,  our-of-pocket  payments — but  the  principles  of 
fairness  and  reasonableness  are  few. 

First,  the  costs  of  insurance  should  not  vary  with  the  medical  risks  that  individ- 
uals face.  Second,  financing  must  be  compulsory  to  avoid  adverse  selection.  (Adverse 
selection  refers  in  this  content  to  situations  where  healthier  citizens  disproportion- 
ately forego  or  seek  cheaper  insurance,  leaving  the  sicker  to  fund  more  expensive 
plans.)  Thirdly,  money  for  medical  care  should  be  raised  in-  a  way  that  is  predict- 
able, easy  to  collect  and  simple  to  administer.  It  should  limit  incentives  to  reduce 
employment,  or  to  avoid  work.  It  may  be  more  acceptable  to  the  public  if  health  in- 
surance financing  is  earmarked,  a  consideration  favoring  payroll  contributions.  But 
a  number  of  financing  sources  can  and  do  meet  the  tests  of  fairness  and  reasonable- 
ness. 

4)  Firm  and  Enforceable  Controls  on  Medical  Sp)ending 

Coverage  cannot  be  guaranteed,  and  financing  cannot  be  stably  provided,  if  the 
growth  of  medical  costs  continues  to  outpace  substantially  the  combined  rates  of  na- 
tional inflation  and  productivity  growth.  No  cost  containment  strategy,  we  acknowl- 
edge, is  even  close  to  perfect.  Vet  experience  in  other  countries — and  some  American 
states — shows  that  cost  growth  can  be  controlled  much  better  than  we  have  thus 
far  managed  to  do. 

Control  requires,  international  experience  tells  us,  three  crucial  features:  overall 
budget  limits,  regular  negotiation  about  payment  terms,  and  substantial  bargaining 
power  for  those  representing  insured  citizens.  The  particular  form  these  features  as- 
sume varies  enormously;  it  is  their  joint  presence  that  is  decisive. 

Voluntary  cost  control  is  self-contradictory.  Expecting  doctors,  nurses,  and  hos- 
pitals to  give  up  future  income  voluntarily  is  about  as  sensible  as  expecting  hockey 
players  to  be  nice.  Voluntary  controls  with  more  certain  regulation  as  a  backup" 
simply  promise  to  delay  restraint.  Given  the  explosive  CTOwth  of  health  costs,  nei- 
ther the  federal  budget  nor  American  pocketbooks  can  allord  delays  in  efiective  cost 
constraints. 

The  incentives  and  authority  to  control  costs  can  be  built  into  the  basic  scheme 
of  medical  finance.  If  multiple  insurers  bill  through  a  central  processing  unit,  for 
example,  that  both  reduces  administrative  expense  and  provides  superior  records  for 
identiMng  troublesome  practices  by  individual  doctors,  clinics,  or  hospitals.  Cost 
control  is  much  easier  and  more  certain  if  it  concentrates  on  overall  budgets  and 
levels  of  payment  rather  than  on  the  management  of  individual  episodes  of  patient 
care. 

5)  Encouragement  of  Medical  Professionalism 

Many  attempts  to  manage  care  treat  physicians  as  suspect  persons,  more  the 
problem  with  the  system  than  key  figures  in  improving  the  quality  of  American 
medicine.  We  believe  reform  must  respect  the  professional  role  of  physicians. 

Physicians  and  their  clinical  colleagues  have  a  professional  obligation  to  analyze 
the  effectiveness  of  their  diagnostic  and  treatment  practices,  and  to  disseminate 
that  information.  Such  information  should,  where  possible,  be  used  to  reduce  the 
amount  of  unnecessary  or  inappropriate  treatment — and  to  increase  appropriate 
care.  But  such  efibrts  should  be  viewed  as  means  to  increase  quality  and  efficiency 
in  any  medical  system,  not  as  a  magic  bullet  which  makes  otner  reform  unneces- 
sary. 

ftx)fe8sional  autononiy,  it  should  be  emphasized,  does  not  extend  to  charging 
whatever  one  wishes.  But  workable  cost  controls  rely  upon,  rather  than  override 
professionalism.  Cost  controls  should  sharply  reduce  financial  incentives  that  distort 
care,  and  then  allow  doctors  to  allocate  resources  according  to  their  professional 
judgment.  The  opposite  approach,  efforts  to  control  costs  through  detailed  rules  and 
review  by  outside  parties,  has  produced  much  consternation  and  little  cost  saving. 
There  is  no  substitute  for  the  trained  and  sensitive  judgment  of  a  good  physician, 
or  team  of  physicians,  about  individual  patients.  No  reform  that  ignores  physician 
concerns  about  autonomy  will  prove  workable  over  time. 

6)  Simplicity 

A  reformed  medical  system  should  be  much  simpler  than  the  one  we  now  have. 
Its  rules  of  operation  surely  should  be  comprehensible.  Patients  and  providers  alike 
must  know  how  to  use  the  system,  where  to  complain,  and  whom  to  blame  if  some- 
thing goes  wrong. 

It  should  be  simple  to  use,  but  simplicity  in  operation  requires  simplicity  of  de- 
sign. If  all  people  are  covered  under  basically  the  same  terms,  a  simple  health  insur- 
ance care  should  do.  If  and  only  if  plans  meet  a  national  standard  will  it  be  easy 
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to  ensure  portability,  so  citizens  are  covered  even  if  they  are  traveling,  become  un- 
employed, leave  school  or  change  their  residence.  Simpler  coverage  allows  simpler 
billing.  Reform  should  not  create  complexity  that  forces  people  to  make  impossible 
guesses  about  the  kind  of  health  insurance  coverage  they  need  (or  might  do  with- 
out). Above  all,  cost  control  should  not  make  handling  claims  when  ill  a  hassle. 

7)  Accountability 

We  should  also  expect  reform  to  make  American  medicine  more  accountable  than 
it  is  now.  The  central  question  is  whether  reform  makes  clear  who  can  be  called 
to  account  for  the  cost,  quality,  and  accessibility  of  care  and  how  that  will  take 
place. 

There  are  multiple  problems  of  accountability.  No  single  form  of  control  or  re- 
dress, such  as  marKet-like  signals  whereby  patients  leave  insurance  plans  they  dis- 
like, wiU  be  sufficient.  Better  information  about  the  quality  and  accessibility  of  care 
can  help  patients  choose.  But  populations  differ  greatly  in  their  use  and  understand- 
ing of  medical  care,  and  developing  this  information  is  easier  said  than  done.  We 
have  few  lessons  from  experience  and  too  many  exaggerated  hopes  for  patient 
guides  to  good  medical  care. 

Certification  of  professional  competence — from  licensure  to  continuing  medical 
education — must  be  strengthened,  but  can  only  yield  general  assessments  of  quality. 
Even  as  we  strengthen  professional  discretion,  we  must  improve  mechanisms  of  re- 
dress in  individuad  cases  of  abuse.  Our  current  malpractice  system  favors  com- 
pensating victims  over  prevention  of  future  victims.  We  must  develop  clearer,  more 
balanced  ways  for  individual  patients  (and  their  advocates)  to  present  grievances; 
to  provide  eftective  responses;  and  to  ensure  justice  to  those  providing  care  as  well. 
That  should  involve  developing  institutions  of  consultation,  negotiation,  and  redress 
that  must  vary  with  the  enormous  geographic,  economic,  and  cultural  diversity  of 
the  United  States. 

If  providers  are  to  be  accountable,  so  must  be  the  system  as  a  whole.  No  system 
is  perfect,  or  permanent,  or  self  correcting.  There  are  no  right  answers  to  some  ques- 
tions, only  hard  choices.  Therefore  we  should  expect  on-going  negotiations  and  ad- 
justments, as  the  public  and  hospitals  and  doctors  and  other  participants  discover 
new  problems  and  possibilities.  If  we  expect  officials  to  be  responsible  for  our  satis- 
faction with  the  daily  operation  of  health  insurance,  they  must  have  the  means  and 
technical  competence  to  evaluate  and  respond  to  difficulties.  Reform  cannot  stint  ad- 
ministrative competence. 

8)  A  Reasonable  Burden  of  Change 

No  reform  wiU  worii,  no  matter  now  clever  in  design,  if  it  suddenly  requires  pa- 
tients and  physicians  to  behave  daily  in  ways  they  strongly  want  to  avoid. 

This  standard  is  especially  important  in  judging  proposals  that  claim  universal 
coverage  at  reasonable  cost  cam  only  be  achieved  by  quickly  reforming  the  delivery 
of  medical  care.  The  more  idealistic  model  of  "managed  competition",  for  example, 
contemplates  the  creation  of  a  system  of  competing,  group-  or  staff-model,  health 
maintenance  organizations  (HMOs). 

It  is  highly  unlikely  that  this  form  of  managed  competition  could  be  implemented 
soon  enough  to  produce  the  desired  cost  savings  unless  the  government  essentially 
coerced  people  into  such  plans.  The  legitimate  costs  differences  between  such  group 
practices  and  fee-for-service  medicine  have  not  switched  patients  into  health  mainte- 
nance organizations  at  anywhere  near  the  required  rate.  It  is  difficult  to  imagine 
that  the  marginal  financial  incentives  that  have  been  proposed  would  do  the  job. 

The  reason  is  choice:  patients  want  to  preserve  their  choice  of  doctor  (or  hospital). 
We  should  be  skeptical  of  systems  that,  oy  emphasizing  cost  considerations,  would 
first  reduce  choice  for  patients.  The  growth  of  model  I^Os  should  be  encouraged 
and  their  growth  may  well  contribute  to  cost  control  in  the  longer  run.  But  to  rely 
on  patients  and  providers  to  change  their  behavior  suddenly  and  to  flock  to  join 
such  organizations  would  make  implementation,  and  the  success  of  reform,  depend- 
ent on  an  unprecedented  development. 

There  are  logical  stages  of  reform.  The  reform  of  how  medical  care  is  financed  and 
paid  for  is  far  simpler  than  reform  of  how  it  is  delivered.  It  asks  far  fewer  people 
to  change  behavior,  and  the  behavior  it  asks  them  to  change  is  less  important  to 
them.  Most  people,  we  feel  sure,  would  rather  change  their  insurance  company  than 
their  doctor. 

CONCLUSION 

These  are  the  standards  for  acceptable  reform  our  health  care  study  group  has 
developed.  Even  if  planners  satisfied  these  standards,  there  would  be  ample  grounds 
for  less-than-cordial  debate.  Nor  would  development  of  political  support  for  reform 
be  straight  forward,  or  implementation  easy.  Even  after  a  plan  is  adopted,  constant 
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negotiation  and  adjustment — ^both  within  plans  and  across  the  whole  system — are 
to  be  expected. 

n.  Patterns  of  Fact  and  Fiction  in  the  Use  of  Canadian  Experience  with  Single- 
Payer  National  Health  Insurance 

As  of  this  writing  (October  1993 »),  U.S.  oolicy-makers  inside  the  Beltway  have  yet 
to  grapple  serious^  with  single  payer  models  in  general  or  Canadian  experience  in 
particular,  despite  growing  interest  around  the  country.  During  the  campaign  of 
1992,  now  President  Clinton  did  repeatedly  cite  the  superior  experience  of  other  in- 
dustrial democracies  in  controlling  health  costs,  incluoing  Canada's  Medicare.  But 
he  seldom  embraced  straightforward  forms  of  national  health  insurance  as  a  model. 
Indeed,  one  noticed  his  innocent  repetition  of  a  number  of  the  myths  which  the 
American  Medical  Association  and  the  Health  Insurance  Association  of  America 
(HIAA),  among  others,  relentlessly  disseminated  during  the  most  recent  period  of 
politick  interest  in  Canada  fit)m  roughly  1989  to  early  1992.  Nonetheless,  Canada 
nas  played  a  crucial  if  not  well  understood  role  in  Ainerican  debates  over  health 
care  since  the  late  19608  and,  even  today,  has  an  influence  that  is  all  too  easy  to 
overlook  now  that  the  nation's  media  are  preoccupied  with  understanding  the  new- 
est slogan  for  reform,  "managed  competition." 2 

The  nistory  of  US  interest  in  Canadian  national  health  insurance  is  mostly  a 
story  of  episodes  of  extensive  public  attention  (1970-74;  1989-92),  punctuated  by 
longer  periods  of  inattention.  Before  the  1970s,  very  few  health  policy  analysts  in 
the  United  States  knew  very  much  about  Canadian  experience  or  paid  much  atten- 
tion to  it.  Among  the  exceptions  were  scholars  like  Cecil  Sheps  and  Sam  Wolfe,  Ca- 
nadians who  had  participated  in  Canada's  reforms  during  the  postwar  period,  had 
emigrated  to  the  United  States  and  continued  to  write  about  Canadian  experience 
and  its  relevance  to  the  United  States.  But  the  number  was  small,  as  I  learned 
when  I  turned  to  North  American  comparative  studies  in  the  late  19608. 

But  that  was  not  to  remain  true  in  the  19708.  Early  in  the  decade.  Senator  Ted 
Kennedy  was  but  the  most  prominent  example  of  the  many  politicians  who  traveled 
north  to  marvel  at  Canada's  relative  success  and  celebrated  its  lessons  upon  return. 
In  1973-74,  national  health  insurance  was  firmly  on  the  American  political  agenda 
and  the  Kennedy-Corman  plan  of  that  period  owed  much  to  the  Cfanadian  model. 
The  1975  book  Canadian  National  Healtn  Insurance:  Lessons  for  the  United  States 
was  widely  read  in  academic  and  policy  circles  and  Canadian  authors,  like  Bob 
Evans  of  the  University  of  British  Columbia,  became  a  regular  participant  in  semi- 
nars and  conferences  south  of  their  border.  3 

Canada's  Medicare  faded  from  public  view  in  parallel  with  the  fading  of  national 
health  insurance  from  the  U.S.  national  agenda.  It  is  easy  to  forget  that  Jimmy 
Carter  ran  for  President  partly  on  the  promise  to  enact  national  health  insurance 
and  there  was  enough  interest  in  the  late  19708  to  warrant  a  steady  flow  of  papers 
and  occasional  books.  But  the  Reagan  years  were  tough  ones  for  North  American 
comparativists.  The  frustration  with  stagflation — and  the  same  neo-conservative 
forces  that  brought  Mulroney  to  Canada—had  their  effect.  The  crises  of  the  welfare 
state — and  the  call  for  de-regulation  and  the  retrenchment  of  the  state — brought 
pro-competitive  arguments  to  the  fore.*  It  took  until  1989  before  a  serious  interest 
in  Canadian  Medicare  re-appeared.  And,  then,  it  emerged  in  a  familiar  manic-de- 
pressive cycle  of  initial  excitement,  manic  coverage,  and  depressive  reaction. 

The  precipitants  of  excitement  are  easy  enough  to  identify.  In  1989,  Lee  lacocca, 
the  head  of  Chrysler,  and  his  board  member  and  former  Carter  Cabinet  officer,  Jo- 


iThis  section  of  the  testimony  draws  fix»m  the  introduction  to  my  recently  published  article 
"Health  Care  Reform:  Patterns  of  Fact  and  Fiction  in  the  Use  of  Canadian  Experience",  The 
American  Review  of  Canadian  Studies,  Vol.  23,  Number  1  (Spring,  1993). 

2  For  a  discussion  of  the  contemporary  debate  over  universal  health  insurance — and  the  odd 
place  of  "managed  competition"  within  it^-«ee  the  special  issue  of  the  Yale  Law  and  Policy  Re- 
view, Vol.  10,  No.  2,  1992  and,  in  particular,  the  essay  by  Marmor  and  Barr,  "Making  sense 
of  the  national  Health  Insurance  Debate."  For  a  thoughtful  discussion  of  the  ideas  of  managed 
competition,  see  the  last  chapter  of  Paul  Starr's  The  Logic  of  Health  Care  Reform,  (Whittle  Pub- 
lications, 1992)  and  the  essays  of  Starr  and  Marmor  in  The  American  Prospect,  Winter  1992, 
Number  12.  The  literature  on  managed  competition  is  extensive,  but  almost  entirely  hortatory; 
the  journalism  is  puzzled  and  confused. 

3Andreopolus,  ed.,  Canadian  National  health  Insurance:  Lessons  for  the  United  States,  (New 
York:  John  Wiley  and  Sons,  1975).  The  sequel  to  this  work.  Medicare  at  maturity,  edited  by 
Evans  and  Stoddart,  (University  of  Calgary  Press,  1984)  was  to  become  far  less  well  known, 
published  as  it  was  during  the  Reagan  years. 

*  For  an  elaboration  of  this  argument,  see  Marmor,  Mashaw  and  Harvey,  America's  Misunder- 
stood Welfare  State:  Persistent  Myths,  Continuing  Realities,  (New  York:  Basic  Books,  1992),  es- 
pecially Ch.  6;  for  more  specific  North  American  medical  care  comparisons,  see  the  chapter  by 
Barer  and  Hertzman  in  the  forthcoming  book,  "Economic  Security  and  the  Aged  in  North  Amer- 
ica", a  project  supported  by  the  American  Donner  Foundation. 
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seph  Califano,  published  admiring  editorials  in  the  New  Yoric  Times.  Thou^  noth- 
ing new  was  said,  new  figures  oi  authority — business  leaders — were  arguing  that 
Csmada's  form  of  national  health  insurance  combined  broader  coverage  and  less 
costs  than  in  the  U.S.  and,  furthermore,  that  our  persistent  medical  imlation  was 
a  serious  problem  for  the  competitiveness  of  the  nation's  m^jor  corporations.  What 
then  followed  was  a  torrent  of  attention — from  squads  of  Congressional  figures  visit- 
ing Montreal,  Toronto  and  Vancouver  to  numerous  newspaper  features,  from  PBS's 
1990  documentary  Borderline  Medicine  to  the  persistently  favorable  reviews  of  Ca- 
nadian experience  by  a  new  reform  group  within  American  Medicine,  Physicians  for 
a  National  Health  Pro-am  (PNHP).  AD  three  television  networks  did  specials  on 
Camada's  exiwrience  with  Medicare  and,  for  a  time,  Canadian  experts  were  inun- 
dated with  requests  for  interviews,  information,  and  expertise.  Had  the  1992  presi- 
dential election  been  held  in  1990,  Canada's  experience  with  national  health  insur- 
ance would  have  figured  prominently  in  it. 

The  forces  of  reaction,  nowever,  had  ample  time  to  develop.  Led  by  the  AMA  ini- 
tiedly,  the  critics  of  Canada's  "socialized  medicine"  used  the  full  arsenal  of  propa- 
gandistic  techniques  to  question  both  Canada's  performance  and  its  relevance  to  the 
United  States,  s  The  HL\A  came  to  take  the  lead  role  here,  shamelessly  blasting 
Government  Accounting  Office's  1991  report  on  Canadian  experience  with  national 
health  insurance  as  partisan."  ^  A  pattern  emerged:  any  news  story  in  Cemada  about 
waiting  lists,  a  disappointed  patient  or  physician,  or  squabbles  about  the  availability 
of  funds  for  doctors,  nospitals,  or  new  capital  equipment  quickly  found  its  place  in 
the  testimony  of  the  HIAA,  the  American  Farm  Bureau  Federation,  and  rignt-wing 
think  tanks  like  the  Heritage  Foundation.  Naive  journalists,  using  the  snopwom 
technique  of  quoting  "both  sides",  gave  ample  space  to  both  the  celeorators  and  the 
detractors,  thereby  repeating  myths  without  analyzing  them.  The  public  paid  less 
attention  to  this  than  did  the  politicians,  overwhelmingly  stating  their  approval  of 
the  Canadian  program  pollsters  described  to  them.  But,  the  growth  of  a  vigorous 
pro  and  anti-Canada  loboy  took  its  toll  on  risk -averse  presidential  candidates. 

All  of  this  was  played  out  in  dramatic  form  during  the  Democratic  primaries  of 
1992.  Senator  Kerrey,  an  advocate  of  national  health  insurance,  advanced  a  plan 
similar  to  Canada's  program,  but  increasingly  distanced  himself  from  explicit  cita- 
tion of  the  model  north  of  the  border.  He  came  to  talk,  as  did  others,  oi  the  need 
for  £ui  "American  solution"  for  an  "American  problem",  hoping  to  avoid  the  knee-jerk 
nativism  that  rises  close  to  the  surface  of^  American  public  life  whenever  it  is 
claimed  that  another  nation  has  something  to  teach  us.  And  with  that  came  addi- 
tional commentary  that,  in  any  event,  Canada  was  really  quite  different  from  the 
United  States.  Seymour  Martin  Lipset,  a  thoughtful  and  subtle  commentator  on 
North  American  similarities  and  differences,  haa  recently  published  Continental  Di- 
vide, a  book  which  carefully  and  sensibly  addressed  the  comparatively  modest,  but 
undeniable  differences  across  our  borders.  But  advocates  of  market  solutions  to 
medical  problems  seized  on  this  and  other  Canadian  materials  to  argue  that  how- 
ever good  Canada's  Medicare  might  be,  it  was  the  product  of  a  nation  committed 
to  "peace,  order  and  good  government."  not  to  the  U.S.'s  individualistic  creed  of  "life, 
liberty,  and  the  pursuit  of  nappiness. 

The  mixture  of  superficial  programmatic  and  cultural  analysis  has  taken  its  toll. 
Bill  Clinton  heard  more  about  Canada's  troubles  and  its  cultural  distinctiveness 
than  he  did  about  how  Canada's  comparative  success  reflected  policies  and  struc- 
tures that  international  experience  validated  as  crossnational  lessons.  And,  in  this, 
he  was  not  helped  by  Canadians  who,  in  an  understandable  concern  for  differentiat- 
ing themselves  from  the  U.S.  and  fearing  for  national  health  insurance's  fate  global 
budget  limits,  state  involvement,  comprehensive  benefits,  and  managed  care.  All  but 
the  last  mirror  the  central  principles  of  Canadian  national  health  insurance!  More- 
over, the  pairing  of  global  budgets  and  universal  coverage  reflects  the  seeping  into 
the  US  reiorm  mind  of  precisely  the  key  elements  analvsts  of  Canadian  experience 
have  been  emphasizing  for  two  decades.  It  is  true  that  the  decreased  appeal  (to  poli- 
ticians) of  the  single  payer  model  has  discouraged  many  citizen  activist  groups  who 
know  ^e  American  public  is  well-disposed  to  Canada's  program  and  are  anxious  to 


B  In  faimefls,  the  AMA  retreated  from  its  oropaganda  attacks  in  1989  after  receiving  serious 
criticism  from  both  Canadian  physicians  ana  American  groups.  By  1992,  the  AMA  was  taking 
a  far  more  considered  position  on  universal  health  insurance,  leaving  the  HIAA  as  the  leading 
pressure  group  critic  ofCanadian  Medicare. 

•The  HIAA's  role  in  disseminating  selective  information  did  not,  however,  go  unnoticed. 
Consumer  Reports,  for  instance,  published  a  remarkable  series  of  articles  on  national  health  in- 
surance during  the  sununer  of  1992,  including  a  portrayal  of  Canada  as  a  troubled  but  indis- 
putably attractive  nuxlel  and  a  set  of  sharp  critinsms  of  the  Canadian  mythmaking  disbursed 
by  the  HIAA  and  other  groups:  The  Search  for  sdutions,"  Consumer  Reports  Magazine,  Sep- 
tember 1992. 
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rid  America  of  the  wasteful  adminifltrative  expense  1500  private  health  insurers 
represent.  But  it  would  be  a  great  mistake  to  overlook  the  impact  that  Canadian 
experience  has  had  or  to  believe  that  the  labels  used  to  refer  to  a  reform  plan  illu- 
minate either  its  central  features  or  the  forces  that  produced  them.  At  the  very 
least,  this  is  what  comforts  me  as  I  testify  yet  again  on  fact  and  fiction  across  the 
North  American  medical  border. 

ni.Single  payer  models:  Core  and  Peripheral  Features 

Single  payer  systems  have,  at  least  by  comparison  with  the  current  non-system 
in  the  United  States,  produced  relatively  more  restrained  health  care  expenditures 
in  the  last  fifteen  years.  But  what  about  the  sin^le-payor  structure  is  at  work?  Why 
should  this  cross-national  result  be  the  care?  Without  knowing  that,  there  is  too 
much  of  a  black  box  quality  about  the  explanation.  We  have  heard  the  results  from 
the  Canadian  experts  here  today,  but  there  is  more  to  explore  regarding  the  rea- 
sons. 

This  is  a  complicated  subject  in  political  economy,  and  I  can  only  sketch  the  out- 
line of  an  answer.  But  what  I  would  emphasize  is  the  distribution  of  the  winners 
and  loser  from  increases  in  health  care  expenditures.  Everywhere  among  the  indus- 
trial democracies,  there  are  pressures  to  spend  more  on  medical  care;  it  is  pre- 
sumed, thou  with  increasing  expert  dispute,  that  more  medical  care  means  better 
health,  So  the  question  is  how  expenditures  for  what  is  presumed  social  improve- 
ment are  constrained.  In  pluralistic  systems  of  finance,  each  payor  is  interested  in 
her  health  costs,  not  the  costs  of  health  care.  Any  cost  shifted  represents  a  100  per- 
cent gain  to  that  payor,  hence  the  competition  in  such  systems  to  have  someone  else 
lay  whenever  possible.  In  the  United  States,  that  means  attention  to  costsharing 
y  patients  (shifting  costs  backward),  government  requiring  private  insurance  to  pay 
for  some  Medicare  oeneficiaries  actively  at  work  (shifting  costs  sideways),  and  the 
reverse,  as  when  companies  reduce  or  eliminate  their  health  benefits  and  turn  em- 
ployees into  potential  charity  cases  for  local  hospitals  and  doctors.  Under  such  sys- 
tems, total  costs  are  reckoned  at  the  end  of  the  year,  discovered,  not  chosen,  "fne 
results  are  expensive,  as  the  American  experience  testifies. 

It  also  testifies  for  the  single-payor  solution  of  monopsony  bargaining  over  the 
price  and  volume  of  heath  care  in  a  political  jurisdiction.  Single  payer  systems  rest 
on  the  notion  that,  because  every  marginal  dollar  of  expenditure  for  health  care  is 
income  for  identifiable  and  organized  nealth  care  providers,  the  payor  side  must 
have  correspondingly  concentrated  interest  in  those  marginal  dollars  to  balance 
those  stake-nolders  who  regard  each  unit  of  expenditure  as  benefit,  not  a  cost.  The 
balancing  of  these  interest  does  not  man  health  care  expenditures  will  assume  a 

ftarticular  level  and  stay  there.  But  it  does  appear  to  provide  the  necessary  condi- 
ions  for  establishing  some  equilibrium  in  expenditure  levels.  (Whether  some  system 
will  emerge  that  can  "harness"  competitive  forces  to  improve  health  care  perform- 
ance is  at  oest  speculative.  What  has  emeived  has  not  and  Canada  provides  another 
illustration  of  the  general  type  that  throu^out  the  industrial  world  has,  in  fact,  re- 
strained costs.) 

The  question  of  cost  control  has  been  answered  at  the  macro  level,  in  Canada  and 
elsewhere.  At  a  micro  level,  it  involves  the  questions  of  medical  care  supply  and 
payment  details.  In  Canada  as  in  other  nations,  the  supply  of  physicians  nas  in- 
creased by  over  70  percent  in  recent  decades,  strengthening  pressures  for  increased 
utilization  and  expenditures. 

Regarding  hospital  supply,  the  Canadian  experience  is  best  thought  of  in  connec- 
tion with  more  recent  American  experience.  The  trend  line  of  length  of  stay  is  down- 
ward in  both  the  United  States  and  Canada.  But  it  is  clear  that  there  are  very  sub- 
stantial variation  in  length  of  stay  and  therein  lies  a  clear  lesson  for  others  wonder- 
ing about  how  much  to  augment  the  supply  of  hospitals  in  advance  of  expanding 
financial  access  to  care.  The  relevant  lesson  seems  something  like  this:  the  reduc- 
tion of  the  supply  of  hospital  beds  may  well  be  the  single  most  iinportant  prod  to 
primary  and  preventive  care  that  lies  within  a  nations  range  oi  policy-relevant 
tools.  How  long  one  must  stay  in  hospital  varies  not  just  with  the  relevant  medical 
condition  but  the  availability  of  alternatives  to  hospital  use.  This  is  relevant  not 
only  to  the  beginning  of  life — births — but  to  the  treatment  of  the  frail  old.  What 
Canada  shows  beyond  doubt  is  that  an  ample  supply  of  hospital  beds,  combined 
with  increases  in  the  old,  produces  a  substantial  increase  in  the  use  of  hospital  beds 
for  what  is  nursing  home  care.  (Beyond  that,  there  is  simply  wasteful  use  of  amply 
supplied  hospital  beds:  e.g.,  patients  coming  in  one  or  two  days  before  surgery  to 
"get  ready.  ") 

Thus,  it  is  appropriate  to  consider  the  redistribution  of  health  care  supply  across 
communities.  Perhaps  it  is  safe  to  say  that  the  huge  distances  and  spread  out  popu- 
lation of  Canada  do  not  present  obvious  parallels  to  the  circumstances  of  other  na- 
tions. 
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Turning  to  methods  of  payment  for  health  care,  the  global  (as  opposed  to  line- 
item)  budgeting  of  hospitals  as  a^ednst  the  per  diem  method  of  insurance  funding 
that  had  been  uie  pre-NHI  norm  m  the  west  has  been  strongly  endorsed.  There  are 
no  panaceas  here  and  eadi  binding  mechanism  has  the  vices  of  its  virtues.  But 
among  the  virtues  of  global  budgeting  is  ease  in  knowing  what  is  committed  to 
health  care — particularly  its  most  expensive  component.  Global  budgeting  in  Cana- 
dian practice  nas  involved  a  trade-ofT between  the  increased  predictability  (and  con- 
trollability) of  hospital  spending  and  greater  autonomy  of  hospital  decision-making 
about  how  to  spena  the  global  budget.  There  are  ample  means  in  the  Canadian  sys- 
tem to  restrain  capitcd  expenditures  (separately  budgeted)  and  additional  means 
throu^  decisions  on  operating  costs  that  will  be  included  in  the  global  amount.  But 
analysts  seem  now  to  agree  that  Canadian  use  of  hospital  beds  (as  opposed  to  the 
technological  use  rates  within  hospitals)  has  been  unnecessarily  ample.  This  is  but 
one  example  that  Canadian  performance  on  health  mi^t  be  improved  by  less  rather 
than  more  expenditure. 

In  sum  the  Canadian  experience  portrays  a  medical  care  system  that  works,  that 
delivers  decent  care  to  an  entire  population  at  outlays  that,  while  always  pressuring 
decisionmakers,  are  relatively  stable  and  quite  amazingly  popular.  If  ever  there  was 
an  example  of  a  public  institution  that  was  both  expensive  and  admired,  it  is  Cana- 
dian national  health  insurance.  None  of  these  features  depend  on  peculiarly  Cana- 
dian values  in  politics,  society,  or  economics.  The  particular  institutional  details  do, 
of  course,  show  their  origins,  but  other  nations  could  extract  the  essential  features 
of  the  Canadian  system  and  adapt  them  to  their  institutional  architecture.  Whether 
they  would  have  similar  effects  depends  on  whether  the  new  user  differs  in  some 
significant  way  from  those  nations  whose  practices  conform  to  the  Canadian  pattern 
as  well. 

CONCLUSION 

To  find  the  right  combination  of  eflective  and  acceptable  reform,  we  need  to  ex- 
plore what  our  nistorical  experience — and  the  lessons  of  other  regimes — tells  us 
about  desirability  and  feasibility.  In  doing  so,  we  ought  to  ponder  the  widespread 
use  in  other  systems  of  politically  accountable  single-payer  methods  of  financing 
care.  And  we  ought  as  well  to  wonaer  why  polities  both  similar  to  and  different  from 
our  own  have  come  to  essentially  the  same  conclusion  about  the  necessity  and  ac- 
ceptability of  single  payer  systems  of  countervailing  power  in  modem  medical  care 
financing. 

Senator  Wellstone.  We  were  going  tx)  try  and  finish  at  4:30. 
With  your  indulgence,  I  thought  we  might  just  go  a  bit  beyond 
that. 

Dr.  Walker,  I  feel  like  I  should  give  you,  first  of  all,  an  oppor- 
tunity. I  was  reading  your  facial  expressions  and  the  nodding  of  the 
head,  and  I  know  that  you  want  to  respond.  I  wonder  whether  we 
coulan't  go  back  to  some  of  your  figures  on  waiting  times,  some  of 
the  responses  firom  Dr.  Scully  and  Dr.  Rachlis,  and  maybe  you 
might  want  to  respond  to  what  they  said.  I  think  it  would  be  good 
to  have  a  bit  of  exchange  of  views  on  this. 

Mr.  Walker.  Sure.  Well,  let  me  first  of  all  say  that  our  waiting 
list  measurements  are  the  only  ones  that  are  conducted  in  Canada 
on  a  comprehensive  basis  across  all  the  provinces,  and  we  have 
been  asking  other  people  to  provide  us  with  information.  To  the  ex- 
tent that  they  do  provide  us  with  information,  we  incorporate  it  in 
our  surveys. 

So,  for  example,  many  of  the  data  that  are  included  in  here  on 
cardiac  care,  which  has  been  discussed  by  two  of  the  other  panel- 
ists, in  fact,  come  fi*om  hospital-based  waiting  lists  and  are,  in  fact, 
reflective  of  the  committee  in  Ontario  that  came  up  with  the  cat- 
egorization methods  for  deciding  who  should  be  on  an  elective,  who 
should  be  on  an  urgent,  and  who  should  be  on  an  emergent  waiting 
list. 

Notwithstanding  that  fact,  we  still  find  in  our  survey — and  we 
invite  people;  we  are  trying  to  find  out  real  information  here.  In 
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spite  of  the  fact  that  people  like  Dr.  Scully  and  Dr.  Rachlis  say 
they  don't  think  these  numbers  are  accurate,  they  don't  offer  any 
alternative  numbers.  Unless  we  are  going  to  discuss  numbers  ver- 
sus numbers  and  measurement  versus  measurement,  I  don't  see 
how  we  can  have  a  sensible  discussion  about  whether  we  have  a 
problem  in  Canada  or  not. 

My  concern  is — and  I  think  you  should  be  concerned  about  it  as 
well  if  you  are  thinking  about  any  system  that  involves  budget 
caps — is  what  will  be  me  implications  in  terms  of  rationing  for 
your  system.  As  I  pointed  out,  my  interest  in  waiting  list  measure- 
ments in  Canada  came  from  the  observation  that  the  British  health 
care  system,  which  has  been  very  successful  in  controlling  or  cap- 
ping the  overall  cost  of  health  care,  has  produced  very,  very  long 
waiting  lists,  and  I  think  waiting  lists  that  really  are  unacceptable. 

The  question  is  are  those  kinds  of  waiting  lists  going  to  come  to 
Canada.  The  evidence  we  keep  accumulating  year  after  year  and 
making  available  to  people 

Senator  Wellstone.  You  are  talking  about  the  United  States, 
you  mean? 

Mr.  Walker.  I  beg  your  pardon? 

Senator  Wellstone.  Are  those  waiting  lists  going  to  come  to  the 
United  States?  Is  that  what  you  were 

Mr.  Walker.  Well,  the  question  is  are  we  ^oing  to  get  in  Canada, 
first  of  all,  the  waiting  lists  that  are  in  Britain. 

Senator  Wellstone.  I  am  sorry. 

Mr.  Walker.  In  other  words,  is  there  some  inevitability  about 
the  way  in  which — if  you  have  a  single-payer  system,  do  you  inevi- 
tably get  this  kind  of  response?  We  simply  make  the  data  available, 
and  hopefully  the  data  will  become  more  accurate  as  time  goes  by 
when  people  like  Dr.  Scully  will  provide  us  with  critical  assess- 
ments so  we  can  improve  the  data. 

But  I  must  say  I  find  it  very  difficult  to  listen  when  people  say, 
well,  your  data  are  wrong,  but  don't  provide  any  alternative  meas- 
urements that  we  might  improve  them  by,  and  we  have  adopted 
every  single  suggestion  for  improvement  that  people  have  offered. 

May  I,  while!  have  the  microphone,  just  make  one  comment 
about  malpractice  because  in  looking  at  the  proposals  which  you 
have  before  you  in  the  United  States  at  the  moment,  it  seems  to 
me  the  only  proposal  you  don't  have  is  the  one  that  is  effective  in 
Canada,  and  that  is  the  one  that  limits  the  award  for  pain  and  suf- 
fering, llie  supreme  court  in  Canada  has  set  limits  on  the  amount 
of  the  payment  that  can  be  made  for  pain  suffering. 

As  I  understand  it,  the  Clinton  proposals,  anof  I  don't  know  of 
an^  others  that  have  been  made  along  these  lines,  suggest  every- 
thmg  else  except  a  cap  on  the  award  for  pain  and  suffering.  It  does 
seem  to  me  if  you  are  going  to  learn  from  our  experience,  at  least 
with  regard  to  controlling  that  particular  cost,  you  should  focus  on 
the  award  for  pain  and  suffering  in  controlling  your  malpractice 
costs. 

One  final  point,  and  that  is  about  rationing  in  favor  of  the  rich 
and  powerful.  One  of  the  things  that  we  have  found  in  our  re- 
search, looking  at  who  is  caused  to  wait  under  our  health  care  sys- 
tem, suggests  very  strongly — and  this,  by  the  way,  is  a  view  that 
is  sharecTalso  by  researchers  at  the  University  of  British  Columbia 
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who  are  very  strong  devotees  of  the  Canadian  health  care  system — 
that  people  who  are  well-connected,  people  whose  incomes  are  high, 
in  particular  those  who  are  in  the  top  two  income  groups  in  our 
normal  statistical  ranking  of  incomes,  wait  less  long  for  health  care 
in  Canada  than  people  who  are  in  lower-income  groups. 

Senator  Wellstone.  Let  me  try,  if  I  could,  to  just  get  a  response 
because  we  are  going  to  run  out  of  time,  if  that  is  all  right. 

Dr.  Scully. 

Dr.  Scully.  Thank  you,  Mr.  Chairman.  Two  quick  responses. 

Senator  Wellstone.  I  apologize  for  the  interruption.  I  just  know 
we  have  about  5  minutes  to  go. 

Mr.  Walker.  No,  no.  I  understand. 

Dr.  Scully.  The  point  I  tried  to  make  in  my  presentation  is  that 
with  the  svstem  that  we  do  have  in  Canada,  the  gap  between  what 
is  available  to  those  who  have  and  those  who  have  not  has  been 
narrowed  more  successfully  than  any  other  system  that  I  am  aware 
of  in  the  world.  I  didn't  pretend  that  everybody  was  equal  under 
all  circumstances. 

With  regard  to  waiting  lists.  Dr.  Walker,  the  alternative  informa- 
tion is  that  for  emergencies,  certainly,  in  cardiac  care  in  Ontario 
where  I  represent  all  of  the  cardiac  surgeons  in  Toronto  in  discus- 
sions with  the  province,  and  therefore  20  percent  of  the  cardiac 
surgery  in  the  country,  tfie  waiting  time  for  emergencies  is  zero.  It 
gets  done.  I  don't  know  what  you  were  doing  at  3:00  in  the  morn- 
ing, but  I  was  replacing  a  valve  and  doing  a  quadruple  bypass  until 
4:00  in  the  morning  before  I  got  on  the  plane  to  come  down  here, 
and  that  patient  had  presented  in  the  coronary  care  unit  2  hours 
before  that  patient  was  in  the  emergency  room.  That  is  the  way  we 
try  and  operate,  and  that  is  the  way  you  operate  as  well  in  the 
United  States  with  emergencies. 

So  far  as  the  urgencies  are  concerned,  that  is  defined  as  some- 
thing that  needs  to  be  done  under  7  days  with  international  cri- 
teria. The  average  waiting  time  is  5.4  days.  Dr.  Walker.  I  would 
be  happy  to  provide  that  information  for  you.  So  far  as  elective  sur- 
gery is  concerned,  when  it  comes  to  cardiac  care,  the  average  wait- 
ing time  now  in  tne  province  in  Ontario,  depending  on  the  surgeon, 
is  between  2  days  smd  4  weeks,  maximum. 

Mr.  Walker.  Our  figures  don't  disagree  with  that,  but  the  point 
is  that  Ontario  is  not  typical  of  Canada.  That  is  the  problem,  Hugh. 

Senator  Wellstone.  Dr.  Rachlis. 

Dr.  Rachlis.  If  I  could  say  that  if  Ontario  is  not  typical  of  Can- 
ada, then  the  United  States  is  not  typical  of  Ontario,  and  I  would 
strongly  support  what  Dr.  Marmor  had  to  say  that  with  the 
amount  of  money  that  you  have  put  into  high-tech  medicine,  it  is 
going  to  be  another  200  years  before  you  have  any  waiting  prob- 
lems, I  am  sure. 

I  would  like  to  make  two  quick  other  points  in  response.  One  is 
something  that  is  in  your  document  from  the  National  Center  for 
Policy  Analysis  about  poor  people  in  Canada,  in  fact,  being  worse 
off  with  budget  caps  and  single-payer.  I  think  that  is  blatantly  un- 
true. Using  tne  example  of  coronary  artery  bypass  surgery,  an  arti- 
cle by  Jeff  Anderson,  a  University  of  Toronto  physician  and  re- 
searcher, from  JAMA  of  this  year,  shows  that  in  Canada  poor  peo- 
ple who  have  more  heart  disease  than  rich  people  are  more  likely 


67 

to  get  heart  surgery  in  Canada.  They  are  about  half  as  Hkely  to  get 
heart  surgery  in  New  York  State  if  they  are  poor,  compared  to 
being  rich. 

The  final  point  about  malpractice — ^you  would  be  able  to  elimi- 
nate a  major  portion  of  your  malpractice  problem  in  this  country 
if  you  had  a  single-payer  system  because  my  understanding  is  that 
one  of  the  mtyor  reasons  why  patients  sue,  of  course,  is  that  is  the 
only  way  they  can  get  coverage  for  future  health  care.  With  an  in- 
jury from  medical  care,  wheUier  it  was  due  to  negligence  or  not, 
they  have  a  preexisting  condition  which  will,  of  course,  prevent 
them  from  getting  insurance  after  that  unless  they  can  get  the  re- 
sources through  a  lawsuit. 

Senator  Wellstone.  Mr.  Marmor,  this  would  be  the  last  ques- 
tion. I  would  kind  of  like  to  see  whether  you  could  try  and,  as  you 
usually  do  with  a  considerable  amount  of  eloquence,  tie  some 
things  together.  What  would  you  see  as  kind  of,  if  you  will,  a  com- 
mon ^ound — as  the  debate  goes  out  into  the  country  outside  of 
Washmgton  and  more  and  more  people  have  a  chance  to  study  the 
plan  and  talk  about  it  and  meet  with  their  representatives  and 
Senators  in  the  best  of  representative  democracy — ^between  the 
President's  proposal,  forgetting  the  labels — and  I  think  vou  are 
right  to  tell  us  to  forget  the  labels  and  let  us  look  at  the  final 
plan — and  what  is  in  the  American  Health  Security  Act?  I  mean, 
where  do  you  see  the  convergence? 

Mr.  CMarmor.  The  common  ground  that  might  emerge  if  there 
was  a  serious  national  debate? 

Senator  Wellstone.  That  is  right. 

Mr.  CMarmor.  I  actually  think  we  are  very  close  to  common 
ground,  but  we  are  prevented  firom  seeing  it  by  the  noise  that  is 
created  in  the  media  and  the  noise  created  by  the  dense  jimgle  of 
interest  groups  that  have  now  had  9  months  to  prepare  every  imag- 
ined argument  in  the  world  to  confuse  Americans  about  what  is  at 
stake. 

The  four  that  I  think  there  already  is  common  ground  about  are 
these.  I  think  there  is  no  difference  between  what  the  public  wants 
and  what  the  President  says  about  universal  coverage,  but  I  think 
there  is  a  little  difference  about  the  pace  of  change  toward  putting 
people  in  universal  arrangements  which  are  common.  So  the  com- 
mon ground  there  is  universal  talk,  and  there  is  a  difference  about 
pace  and  the  meaning  of  universality  that  is  not  a  huge  difference. 

I  think  on  comprehensiveness  of  benefits,  there  is  actiially  some 
difference  in  the  details  and  no  difference  in  the  aspiration.  But  I 
think  as  Americans  came  to  know  more  about  the  complicated  cost- 
sharing  arrangements  that  are  built  into  the  Clinton  proposal,  com- 
mon ground  will  move  in  the  direction  of  less  complicated  cost- 
sharing. 

On  the  question  of  public  accountability  and  who  is  to  be  answer- 
able for  the  balancing  of  cost,  quality  and  access,  I  think  there  is 
common  ground  already  on  the  aspiration  for  accountability,  but 
since  the  Clinton  plan  has  invented  a  name  for  a  new  institution 
that  is  now  called  health  alliances — ^it  was  called  health  insurance 
purchasing  cooperatives — it  is  hard  to  have  common  ground  be- 
tween an  aspiration  and  a  fact.  I  think  we  are  going  to  work  it  out, 
and  my  guess  is  that  the  result  will  be  something  like  this,  that 
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to  the  extent  the  Clinton  plan  emerges  as  one  that  genuinely  per- 
mits a  single-payer  option  in  the  States,  that  will  taxe  on  the  lan- 
guage of  healfli  alliances,  except  there  will  be  a  single  health  alli- 
ance in  a  State.  We  will  have,  in  short,  agreement  that  there  ought 
to  be  an  accountable  body,  but  we  will  have  some  disagreement 
about  how  many  there  ought  to  be  in  the  States. 

Fourth,  I  guess  I  believe  that  the  dissimilar  grounds  will  main- 
tain tiiemselves  over  cost  containment,  and  the  only  common 
ground  I  can  believe  there  between  those  who  are  devoted  to  the 
proposition  that  competition  among  plans  is  the  sufficient  and  nec- 
essary condition  for  cost  control  and  those,  like  most  of  our  panel 
members  today,  who  believe  that  a  concentrated  financial  authority 
is  the  best — the  only  common  ground  I  can  believe  that  will  emerge 
there  will  be  the  possibilities  of  State  choice. 

I  don't  think  we  will  have  agreement  on  the  national  level  about 
one  or  the  other,  but  I  think  we  may  have  agreement  that  one  or 
the  other  ought  to  be  an  option  to  sub-national  jurisdiction.  So, 
roughly,  that  justifies  mv  proposition  that  after  years  of  talking 
about  Canada  and  then  dropping  off  the  face  of  our  discussion,  we 
really  are  producing  a  kind  of  Canada-in-drag  debate  in  which  I 
have  just  described  nve  of  the  Canadian  principles  for  you. 

Thank  you. 

Senator  Wellstone.  Very  quickly.  Dr.  Scully. 

Dr.  Scully.  Yes.  Mr.  Chairman,  I  think  as  a  Canadian  who  is 
a  student  and  an  admirer  of  affairs  American  and  a  great  fan  of 
the  energy  and  enthusiasm,  I  would  like  to  congratulate  you  and 
your  committee  for  having  the  hearings,  and  the  courage  of  the 
President  in  articulating  the  principles,  and  have  every  expectation 
as  a  close  spectator  that  you  will  work  it  out  somewhere  in  the 
middle  ground. 

Senator  Wellstone.  Let  me  conclude  by  asking  that  a  statement 
fi-om  the  American  Public  Health  Association  be  entered  into  the 
record. 

[The  prepared  statement  referred  to  appears  at  the  end  of  the 
hearing  record.] 

Senator  Wellstone.  Dr.  Rachlis,  I  understand  that  you  have  an 
article  with  you  by  a  doctor  from  Saskatchewan  who  was  active  in 
the  doctor's  strike  in  the  1960's,  but  now  supports  the  Canadian 
public  system,  and  we  would  like  to  have  that  article  included  in 
the  record. 

Dr.  Rachus.  In  fact,  it  is  by  Dr.  Barootes,  whom  Senator 
Metzenbaum  mentioned  at  the  beginning  of  this  hearing. 

Senator  Wellstone.  We  will  include  that  in  the  record. 

[The  article  referred  to  appears  at  the  end  of  the  hearing  record.] 

Senator  Wellstone.  Dr.  Walker,  Dr.  Marmor,  Dr.  Racnhs,  and 
Dr.  Scully,  I  would  like  to  thank  you  very  much  for  your  time  and 
for  your  testimony.  All  of  this  sort  of  is  just  a  part  of  what  is  a  real 
historic  discussion  in  our  country  and  I  hope  it  will  lead  to  some 
very  good  health  care  policy.  Thank  you  very  much. 

[Additional  statements  and  material  submitted  for  the  reocrd  fol- 
lows:] 
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rnFJSS  RFXEASK: 

Hospllnl  wallhig  list  survey  results  cast  doubt 
on  tlie  unlvetsality  of  naUonal  liealth  care 

Olln«  n»»  I  he  I-ra-tcr  Irnliliilc  lodny  rclca<;cH  llie  re-mlls  of  the  Tirsl  comprehensive  mcMurements  ever 
mnde  in  Cannd.i  of  hn<;pilnl  wailing  li^ls  in  nil  ten  province?  The  nreasiirerijcnts  of  hof;pilaf  wnlting  lists 
are  (t  result  of  Infomialinn  provided  hy  2,M7  physicinns  In  n  survey  unjlcrtaken  during  the  latter  part  of 
1992.  The  results  puhlished  hy  the  Independent  research  organisation  show  that  some  177,(XK(  Canadians 
are  waiting  for  surgical  procedures.  The  survey  Is  the  third  conducted  hy  1  he  ptaser  Institute — the  Tif  St  one 
dealt  with  only  nrilish  roliinihia,  the  second  with  a  sample  of  five  provinces — and  represents  an  attempt 
to  measure  the  extent  of  health  caic  rationing  in  the  different  provinces.  The  data  provide  (he  possibility 
for  comparing  and  contrasting  (he  access  that  Canadians  living  in  different  areas  of  the  country  have  lo  the 
most  commonly  pcrfonncd  surgical  procedures. 

In  commenting  on  the  results  of  the  survey  at  a  press  conference  In  Ottawa  today,  Dr.  Michael  Walker, 
Executive  f^irector  of  the  T'raser  Institute,  noted  that  "This  should  be  a  very  useful  set  of  measurements  to 
give  Canadians  better  understanding  of  how  their  national  health  care  system  Is  working,  and  It  raises  some 
awkward  questions  ahoiil  comparative  pcrfonnance  in  the  various  provinces."  One  point  clearly  emerges 
fro!')  (he  data:  Canada's  ten  provinces  do  tint  have  a  uniform  standard  of  access  to  surgical  procedures.  In 
Prince  r.dward  Island,  the  province  with  thclongest  aver.ige  waiting  limes,  patients  wait  an  average  of  14.6 
weeks  (see  Chart  I)  for  surgical  proccdines  compared  with  the  province  with  the  shortest  average  wailing 
times.  Ontario,  where  patients  wait  an  average  of  ?>.9  weeks  for  treatment.  Between  the  provinces  there  Is 
also  wide  vnii.al'ilily  (plca-se  sec  ("hnil  2)  in  .access  to  the  types  of  surgeries  for  which  waiting  lists  are  most 
frequent,  such  as  reconstructive  plastic  surgery,  orthopaedics  (including  hip  replacement)  and  eye  surgery 
(including  cataract  removal). 

The  survey  also  measured  Ihe  wailing  time  for  appointments  to  see  specialists  (see  Chart  I).  There  was 
nntch  less  variation  between  the  provinces  in  this  category,  five  weeks  is  the  .standard  wailing  time. 
Orthopaedic  surgeons  appear  lo  have  the  longest  average  wailing  limes  overall,  while  eye  specialists  In 
r.n.l.  have  the  longest  waiting  times  of  any  parlicular  speciality  In  any  province. 

A  preliminary  examination  of  the  time  patients  wail  In  different  parts  of  the  country  compared  with  Ihe 
amount  spent  by  government  on  health  care  in  those  provinces  (Chart  3)  suggests  that  there  are  basically 
(wo  systems  of  health  care  in  Canada.  One  is  typified  hy  the  experience  In  British  Columbia,  Alberta. 
Saskatchcw  an.  Manitoba,  and  Ontario,  and  the  other  by  the  experience  elsewhere  in  Canada.  The  difference 
between  Ihe  two  systems  is  Ihe  average  amount  of  spending  per  capita  on  health  care.  While  there  are 
exceptions,  generally  those  provinces  which  spend  $1,500  or  more  per  capita  on  health  caie  have  shorter 
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Chart  1: 
Tolnl  Walling  by  Province         , 
(Time  from  G.P.  Referral  fo  Treatmtnl) 
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wailinp  linir^  for  <;nrpicnl  pii'cfHMir<;  linn  tlin'ic  which  spend  less.  Oi  ■  irio,  which  spends  the  most  per 
cnpiia,  has  the  slioilcsl  wailing  times  Prince  Edward  Island,  which  S|oni^  i  the  least,  has  the  longest  waiting 
times. 

"Ilospilal  wailipp  lisls  arc  not  a  perfect  indicator  of  health  rationing  in  the  provinces,"  said  Dr.  Walker, 
"hill  ihcy  are  certainly  helpful  in  poinlinp  to  areas  of  possible  concern.  The  fact  that  there  Is  i  strong  Inverse 
coirelalion  between  spending  on  health  caie  and  our  nieasuremcnls  of  hospital  waiting  lists  suggests  that 
they  may  be  a  good  indicator  of  raiioninp  "  Walker  concluded.  "Certainly  it  Is  the  case  that  the  decisions 
governincnis  make  about  llie  amount  to  spend  on  health  care  have  a  direct  bearing  on  the  amount  of  time 
Canadians  w  ill  have  to  wait  for  trcalnienl.  We  hope  that  by  releasing  this  comprehensive  survey  of  waiting 
for  health  care  we  will  encoiiiape  the  development  of  mote  precise  measurements  of  health  care  rationing 
and  thus  a  more  re.nlislic  discussion  about  how  the  health  care  system  functions." 
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Clinrt  2: 
Waiting  for  Treatment  by  Specialist 
(Tltne  from  treatment  booking  to  trealtnent) 
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Clmrt  3:  Provliicint  Governrnpiit  Spniidlng 
on  Heallh  Cnre  Per  Cnpltn  Versus  Hospital  WnMIng  Lists 

(Time  belween  booking  of  treatment  and  treatment) 
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Tnbic  1: 
Average  wait  (In  weeks)  for  treatment  by  selected  specialists  In  1992 

Trenlnifnt 

D.C. 

An 

95 
76 
«5 

III 

49 
73 
124 

SASK 
14  1 
97 
23  4 
42 
75 
35 
135 

MAN 

ON 
72 
55 

12  6 
57 
40 
«6 

118 

QUE 
97 
50 
149 
70 
61 
28  4 
12.8 

19  1 

NFLD 

N.S. 

P.E.I. 

rt»«lc  S.i.rery 

II  ? 

9« 
139 

7  5 

tn 

7  1 
183 

II  2 

14  7 
20  5 
7  3 
70 
73 
292 

73  6 

14  4 

— 

26  3 
20  6 
89 

47 

100 

249 

Orhthalmolopv 

45 
248 

189 

269 

OtolaiVLfnliify 

182 

7.7 

Ctncfjl  Surfery 

60 

15.5 

57 

1.01 

NeuioMitfcry 

26 

12.4 

71 
193 

- 

Orthopcdlc« 

17.8 

29.8 

Csrdinvntcutaf 
(ciccllvc) 

130 

50 
126 
J7 

10  1 

l«« 

79 
37 
29 

163 

9.5 

93 

485 

20 

24.0 

14  0 

_ 

Caf»tiov»(cii!sr 

60 
63 
21 

20 
32 
30 

26 
3  7 
17 

5.2 

40 
99 
34 

33 

63 

_ 

47 
27 

140 

49 

78 

tnlcul  Medicine 

23 

30 

3.1 

WilBliIrd  Avrracf 

76 

112 

10  8 

59 

112 

12  0 

130 

9.5 

146 

♦  WcijIilrrI  Avciafr  ilcc^  nni  inclmle  pnrf  m^l.cf  wail' 

SiMHcr  Joanna  Miynltr  and  Mich.iel  Wallf  t.  Wniiin,  Your  Urn   llnrpiinl  Wmiing  Lliii  In  Cannda.  The  Traser  Inslllule.  1993. 
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"tabic  2: 
Avernge  1992  p-     -nl  wnlt  (In  weeks)  to  see  a  specialist  after  referral  from  a  G.P. 


n.c. 

96 
32 

1  J 

2  7 
3« 
71 
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M 
29 
«9 
}4 
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MAN 
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59 
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120 

no 
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53 
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76 
47 
27 
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10  4 

N.n. 

71 
67 
61 
55 

1.6 
40 
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120 
45 

60 

N.S. 

P.E.1. 
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64 
72 
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5.0 

39 
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3.0 

30 
4.5 

20 
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55 

60 

5  7 

54 

45 

5.0 

5.6 

5.8 

Source:  Joanna  Miynke  «nd  Micli.iel  Walktr.  Wailing  Your  Tum   lloifilal  Walling  Usis  In  Canada,  The  Truei  InsUtule.  1993. 


Survey  of  Pfiyslclans  1992- 


Table3: 
-Estimated  number  of  patients  waiting  by  specialty 


Trrnlnicnl 

n.c. 

5)9 
1.905 

747 
1.170 
2.459 

928 
2.724 

4f.O 

An 

410 

1.620 

673 

1.717 

1.372 
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1.754 

4'I4 

5f.2 

J95 

6.003 

15.740 

SASK 

346 
9.15 
746 
352 
941 
161 
778 

MAN 

195 
1.265 
571 
413 
818 
182 
1.517 

ON 

QUI! 

1.252 
2.456 
4.391 

'n.h. 

175 

1.642 

659 

NFLD 

N.S. 

r.E.1. 

l1a.tticSuipcry 

1.200 
3.6R2 
4.332 
3.474 
3.914 
2.216 
6.068 
690 
3.349 
1.035 
19.394 

49.354 

335 

105 

- 

Cynrcolnpy 

288 
43 

720 
917 

273 

Orhlh.iIriKtlopy 

125 

Ototarynfnlopy 

1.605 

429 

999 

757 

56 

Gcntrjl  Siiipery 

4.866 

588 

952 

671 

167 

Heuro^urpery 

4.135 

57 

— 

238 

- 

Ortho|rdlcs 

3.454 

588 

238 

774 

159 

CsTdiotopy 

105 

588 

152 

2.622 

59 
213 
112 

2.408 

1.024 

1.656 

725 

16.790 

48 

94 

88 

— 

Dtnlnpy 

3.073 

579 

18.087 

32,f.71 

685 

137 

2.518 

396 

371 

75 

Inlpinxt  Medicine 

88 
1.485 

277 

21 

Residual 

2.904 

467 

Tnlal 

7.727 

7.783 

42.354 

7.526 

4.978 

7.822 

1.343 

rroporllon  of  pop.  ( %) 

1  1 

07 

08 

07 

05 

06 

10 

09 

09 

1.0 

Canadian  tnlah 

177.297 

Ofi)-!!- 

Souice  Joanna  MiyaVc  anil  Micliarl  Wallet.  Mailing  Ynur  Iwn   llntpiinl  Wailing  Lists  In  Cannila.  The  I  taser  Institute.  1993. 
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Tnblpa: 
To»al  expected  wnKIng  Hme  (In  weeks)  from  G.P.'s 

referral  to  treatment 

Trrstlnirnl 

n.c. 
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The  Canndinn  Experience  with  rtiblic  Health  Insurance 

Executive  stnnmary 

During  the  last  few  years,  the  Canadian  health  care  system  has  suffered  from  a 
well-funded  attack  by  American  interest  groups.  Typically,  there  are  stories  told 
of  long  lines  for  high  technology  services.  In  1992,  President  Bush  claimed  that 
Canadians  had  to  routinely  wait  six  months  for  heart  surgery  and  couldn't  choose 
their  own  doctors.  Newt  Gingrich,  Republican  leader  in  the  House  of 
Representatives  has  claimed  that  it  is  illegal  for  Canadians  over  65  to  get  many 
operations.  Not  to  be  outdone,  Democratic  presidential  hopeful,  Paul  Tsongas 
asserted  last  year  that  he  could  not  have  received  his  autologous  bone  marrow 
transplant  in  Canada  in  1986.  None  of  these  assertions  are  true.  However,  the 
Canadian  system  docs  have  its  problems  and  a  careful  study  of  the  Canadian  system 
is  essential  for  Americans  to  make  wise  choices  about  the  future  of  their  system. 

Canada's  health  care  system  faces  a  similar  set  of  problems  as  do  the  health  care 
systems  of  other  industrialized  countries  including  the  US.  However,  the  US  has, 
by  far,  the  most  serious  problems  with  costs  and  access.  The  major  problems 
identified  with  Canada's  system  by  a  series  of  recent  government  reports  include: 

I .  Too  much  focus  on  curative  medicine  as  opposed  to  health  promotion  and 
disease  prevention. 
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2.  Inefficiencies  due  to  the  organization  and  financing  of  the  system.  For 
example,  Canadians  overuse  institutional  services  compared  with  community 
services.  Also,  the  predominant  method  of  physician  payment  is  fee-for-service. 

3.  Inadequate  quality  assurance  leading  to  the  provision  of  inappropriate 
care.  There  are  few  explicit  written  standards.  There  is  little  monitoring  of 
physicians,  even  by  other  doctors. 

It  is  important  for  Americans  to  realize  that  these  problems  are  specific  to  the 
model  of  single-payer  plan  implemented  by  Canada.  None  of  these  problems  are 
inherent  to  public  health  insurance. 

The  main  lessons  for  Americans  from  Canada's  health  care  system  are: 

1.  The  cost  savings  from  a  single-payer  plan  are  real.  Canada's  system  is 
more  than  3%  of  Gross  Domestic  Product  less  costly  than  the  American  system. 
The  savings  are  due  to  factors  associated  with  a  single-payer  plan,  including  lower 
administrative  costs  and  reduced  hospital  and  physicians  costs. 

2.  Canadians  have  belter  access  to  almost  all  health  services  than  do 
Americans.  Canadians  use  more  physicians'  services  and  hospital  services  than  do 
Americans. 

3.  Canadians,  on  average,  have  less  access  to  high-technology  services  than 
do  well-insured  Americans.  However,  it  appears  the  health  impact  of  this  decreased 
access  is  minimal,  and  so  far,  anecdotal.  Furthermore,  uninsured  or  poorly  insured 
Americans  representing  perhaps  one-third  of  all  Americans,  have  less  access  to 
high-technology  services  than  do  Canadians.  There  is  considerable  documentation 
of  the  adverse  impact  on  the  uninsured  and  poorly  insured  in  the  US. 

4.  The  major  problems  of  Canada's  health  care  system  have  little  or  nothing 
to  do  with  single-payer  financing.  The  problems  relate  to  the  method  of 
organization  and  financing  of  the  largely  private  delivery  system.  The  US  could 
implement  its  own  national  health  program  and  avoid  Canada's  difficulties. 

Introduction: 

During  the  last  few  years,  the  Canadian  healtti  care  system  has  suffered  from  a  well-funded 
att.ick  by  American  interest  groups.  Typically,  there  are  stories  told  of  long  lines  for  high 
technology  services.  In  1992,  President  Bush  claimed  that  Canadians  had  to  routinely  wait  six 
months  for  heart  surgery  and  couldn't  choose  their  own  doctors.  Newt  Gingrich,  Republican 
whip  in  the  House  of  Representatives  has  claimed  that  it  is  illegal  for  Canadians  over  65  to  get 
many  operations.  Not  to  be  outdone.  Democratic  presidential  hopeful,  Paul  Tsongas  asserted  last 
year  that  he  could  not  have  received  his  autologous  bone  marrow  transplant  in  Canada  in  1986. 
None  of  these  assertions  are  true,  fknvever,  the  Canadian  system  does  have  its  problems  and  a 
careful  study  of  the  Canadian  system  is  essential  for  Americans  to  make  wise  choices  about  the 
future  of  their  system. 

This  paper  gives  an  example  of  the  lies  being  told  about  Canada's  systein.  compares  the 
performance  of  the  two  systems,  identifies  the  problems  which  the  Canadian  system  faces,  and 
then  outlines  some  lessons  Americans  might  draw  from  the  Canadian  exainple. 
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Lies  nbout  Canada 


On  Tucsdny,  rcbriinry  20,  IQOn,  Vnncouver  General  Ho<;pitars  cardiac  cathetcriralion  lab  was 
even  mote  hectic  tiian  usual.  A  crew  froin  America's  Public  Hroadcasfing  System  (PBS)  was 
busy  nimitip  Pr  Victor  Huckcll  as  he  performed  the  ultimate  diagnostic  work  up  for  heart 
problems.  Almost  all  of  the  patients  seen  that  day  were  men  with  coronary  heart  dise^ise  (CHD), 
the  most  common  cause  of  death  in  Canada,  the  United  States,  and  most  other  developed 
countries. 

Ihe  nim  crew  uas  shooting  scenes  for  noidrrlinc  Medicine  -  a  documentary  comparing  how 
similar  patients  arc  treated  in  the  Canadian  and  U.S.  health  care  systems.  Mr.  Albert  Mueller 
was  one  of  the  patients  filmed  in  that  day's  sequence. 

Roger  Weisberg,  the  show's  producer  is  well  known  for  his  liberal  views  about  America's  social 
problems.  F^ordcrline  Medicine  uas  right  up  his  alley.  "Ihe  documentary  tries  to  debunk  some 
of  the  myths  that  are  emerging  about  the  Canadian  system  in  the  United  States.  On  balance,  the 
Canadian  system  comes  off  looking  extremely  attractive  and  puts  our  system  to  shame",  Mr. 
Weisberg  told  Paul  Taylor,  Medical  reporter  for  the  Globe  and  Mail.'  Unfortunately  the  segment 
about  Mr.  Mueller  fed  directly  into  American  myths  about  Canada's  health  care  system. 

The  documentary  informed  viewers  that  a  few  months  prior  to  his  catheterization,  Mr.  Mueller 
had  developed  angina  --  chest  pain  caused  by  blockages  in  his  coronary  arteries.  That  day's  test 
results  connrmed  he  was  in  big  trouble.  Both  major  coronary  arteries  were  completely 
obstructed.  His  heart  was  already  showing  signs  of  damage  as  a  result.'  Dr.  Huckell  told  his 
patient  his  condition  was  very  serious  and  that  he  needed  surgery  urgently. 

Walter  Cronkite  was  the  show's  narrator.  The  stature  of  this  former  CBS  news  anchor  --  he's 
known  as  "the  most  trusted  man  in  America"  -  almost  certainly  added  to  the  show's  credibility. 
Towards  the  end  of  tlie  program,  Mr.  Cronkite  announced  ominously:  "Five  months  later, 
Albert  Mueller  is  still  waiting  for  surgery,  despite  the  fact  that  25%  of  patients  with  lef^  main 
coronary  artery  disease  die  within  a  year."' 

Unfortunately,  this  story  completely  misled  its  American  audience.  For  Mr.  Mueller  didn't  have 
to  wait  Five  months  for  his  surgery.  He  could  have  had  the  operation  almost  right  away.  He  just 
didn't  want  it.  A  year  after  the  program  was  Filmed,  Dr.  Huckell  admitted  that  he  knew  Mr. 
Mueller's  heart  problem  was  urgent.  He  wanted  to  get  him  to  a  surgeon  immediately.''  But  Mr. 
Mueller  wasn't  interested.  The  patient  simply  refused  to  have  surgery  or  even  see  a  surgeon  to 
discuss  it.  As  the  months  passed.  Dr.  Huckell  advised  his  patient  several  times  that  he  needed 
the  surgery  but  Mr. Mueller  remained  adamant.  About  four  months  after  his  catheterization,  the 
Vancouver  General  Hospital  also  contacted  the  patient  twice  and  offered  him  the  surgery. 

Mr.  Mueller  refused  both  times.  As  far  as  he  was  concerned,  the  drugs  he  was  taking  for  his 
angina  were  working.  He  was  feeling  better.  So  much  belter,  in  fact,  that  he  spent  the  .spring  and 
suinmer  of  1990  driving  around  the  western  United  Suites  and  Canada,  visiting  relatives.  But, 
Ntr.  Mueller's  heart  problems  did  grow  worse  and  his  condition  deteriorated.  He  had  surgery 
in  February,  1992. 

In  fact,  closer  investigation  of  heart  surgery  waiting  list  stories  reveals  them  to  be  either 
completely  false  or  greatly  misleading.  In  Ontario,  in  1988  and  1989,  the  media  reported  on  a 
number  of  deaths  among  patients  waiting  for  heart  surgery.'  Doctors  and  hospitals  pressured 
Ontario's  Ministry  of  Health  to  increase  funding  for  cardiac  surgery. 

Sometimes,  Canadian  doctors  and  hospitals  engage  in  what  University  of  British  Columbia  health 
economist  Robert  Fvans  calls  'orchestrated  outrage'.*  That  is,  they  embellish  or  concoct 
circumstances  which  make  it  look  like  someone  has  suffered  becau.se  of  inadequate  resources. 
In  retrospect,  Mr.  Weisberg  and  his  colleagues  may  have  found  themselves  in  the  middle  of  an 
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example  of  this  'orchestrated  outrage'.  Dr.  Charles  Wright,  the  vice  president  for  medicine  at 
the  Vancouver  General  Hospital,  says  heart  surgeons  sometimes  give  the  impression  that  waiting 
lists  are  more  severe  than  they  really  are,  because  they  want  more  facilities  for  what  they  do.' 
Dr.  r^avid  Naylor,  the  Director  of  the  Institute  of  Clinical  Hvahiative  Sciences  at  Sunnybrook 
Hospital  in  Toronto  agrees  that  some  surgeons  play  to  the  tnedia.  He  says  some  doctors  prefer 
to  keep  long  waiting  lists  instead  of  referring  patients  to  other  surgeons  with  shorter  lists  "...on 
the  grounds  that  the  queues  illustrate  the  inadequacy  of  government  resources  for  cardiac 
surgery."* 

In  response  to  stories  about  heart  surgery  waiting  lists,  the  Ontario  Ministry  of  Health  launched 
an  investigation,  appointing  a  panel  of  cardiologists,  cardiac  surgeons,  and  epideiniologists  to 
study  the  issue  and  recommend  solutions.  What  they  found  were  several  serious  management 
problems  that  were  much  more  central  to  the  waiting  list  problem  than  a  lack  of  resources. 

For  example,  it  was  found  that  at  the  height  of  the  perceived  crisis  in  1989,  the  Toronto  General 
Hospital's  department  of  surgery  took  away  one  and  one-half  days  of  operating-room  time  from 
cardiac  surgery  and  gave  the  slots  to  general  surgery.  Had  this  not  occurred,  almost  10%  more 
open-heart  procedures  could  have  been  done  in  Metropolitan  Toronto.'  Was  this  a  management 
problem  or  an  example  of  'orchestrated  outrage'  or  was  it  simply  an  internal  decision  to  focus 
more  on  general  than  cardiac  surgery? 

It  also  turned  out  that  although  some  surgeons  and  some  hospitals  had  long  waiting  lists,  others 
didn't. "°"  The  investigation  showed  that  some  surgeons  with  long  lists  didn't  use  a  formal 
system  for  priorizing  patients.  Other  surgeons,  sometimes  even  in  the  same  hospital,  had  lots  of 
openings.  The  expert  panel  recommended  a  number  of  specific  changes  in  the  management  of 
heart  patients  and  called  for  a  modest  increase  in  resources.  Their  recommendations  were  soon 
impleinented. 

By  1990,  a  new  triage  system  and  a  registry  were  in  place  to  priorize  patients  and  route  them 
to  other  surgeons  or  hospit;\Is  if  their  doctor  couldn't  perform  the  operation  within  an  appropriate 
time  interval."  The  Ontario  government  also  added  10  percent  to  the  resource  base  for  cardiac 
surgery.  Together  these  measures  uent  a  long  way  towards  solving  the  problem  of  waiting  lists. 

On  August  1 1 ,  1992,  Canadian  media  mogul  Ted  Rogers  had  bypass  surgery  at  the  Mayo  Clinic. 
His  doctor  in  the  Bahamas  made  the  diagnosis  and  recommended  his  patient  have  his  operation 
in  the  U.S.  But  there  was  no  need  by  then  for  anyone  from  Ontario  to  go  south  for  heart  surgery. 
According  to  Dr.  Tirone  David,  chief  of  cardiac  surgery  at  the  Toronto  Hospital,  his  patients' 
waiting  times  were  now  down  to  two  weeks,  at  the  most." 

US  opponents  of  public  health  insurance  have  also  played  on  the  general  ignorance  about  the 
urgent  nature  of  bypass  surgery.  The  public  tends  to  believe  that  once  CABS  is  recommended 
it  is  necessary  immediately  or  the  patient  is  at  great  vital  risk.  In  fact,  only  patients  with  left 
main  coronary  artery  obstruction  or  multi-vessel  disease  with  very  unstable  angina  have  more 
than  a  0.33%  death  rate  per  month  on  a  waiting  list."  Many  patients  face  no  vital  risk  while 
waiting  although  they  may  suffer  physically,  psychologically,  and  economically."'*  High  risk 
patients  are  typically  only  15  to  20%  of  any  centre's  total  patients."  " 

Gradually  the  other  provinces  have  been  going  through  the  same  process  as  Ontario.  First, 
headlines  claiming  deaths  on  waiting  lists.  Initially  a  panic  respon.se  and  then  better  management 
measures  to  solve  the  problem.  The  heart  surgery  waiting  list  story  highlights  some  of  the  real 
issues  affecting  Canada's  health  care  system. 

1 .  Many  well-hyped  horror  stories  about  Canada's  health  care  system  are  frankly  untrue 
and  are  sometimes  concocted  or  pushed  by  providers  as  part  of  a  campaign  of  'orchestrated 
outrage'. 
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2.  Cannda's  health  care  system  is  very  responsive  to  political  pressure.  The  Ontario 
Ministry  of  Health  rather  quickly  developed  policies  in  conjunction  with  the  medical  profession 
which  markedly  reduced  waiting  times. 

.1.  The  problem  uas  remedied  with  very  few  additional  resources.  This  reinforces  the 
general  point  that  most  of  Canada's  problems  arc  due  to  lack  of  management  rather  than  lack  of 
resources  Canada's  system  is  not  government  run  It  is  government  funded  but  it  is  mainly 
managed  by  private  interests  --  doctors  and  hospitals. 

Hie  costs  of  the  two  systems 

Ihere  are  many  different  methods  of  comparing  the  costs  of  two  countries'  health  care  systems." 
However,  if  one  is  interested  in  relative  cost  control  for  health  care  amongst  different  countries 
the  best  method  of  comparison  is  the  proportion  of  the  economy  devoted  to  health  care  (eg.  gross 
domestic  product  or  GDP),  f  he  proportion  of  GDP  also  allows  comparisons  to  be  made  both  at 
a  point  in  time  and  over  time.'"  It  is  important  to  remember  that  this  statistic  is  a  ratio  and  an 
increased  proportion  of  GDP  devoted  to  health  care  could  reflect  either  increasing  health  care 
costs  or  poor  GDP  growth  or  both. 

In  1971,  when  Canada  had  fully  implemented  national  health  insurance  both  the  US  and  Canada 
spent  approximately  T^c  of  their  GDPs  on  health  care.  By  1991 ,  Canada  spent  9.9%  of  GDP  on 
health  care  while  the  US  spent  13.2%.' 

Most  of  this  difference  is  due  to  lower  costs  of  administration,  lower  payments  to  physicians,  and 
lower  hospital  costs.-'  Administrative  savings  are  mainly  due  to  the  efficiencies  from  the 
economies  of  scale  of  Canada's  large  provincial  health  insurance  plans."  Hospital  expenditures 
are  higher  in  the  US  primarily  because  of  the  higher  intensity  of  servicing  of  hospitalized 
patients."  However,  there  may  be  little,  if  any,  benefits  from  this  increased  servicing." 

Eligibility  and  Access  to  Care 

All  Canadians  are  eligible  for  health  insurance  as  a  right  of  citizenship.  In  fact,  landed 
immigrants,  established  refugees,  and  foreigners  claiming  refugee  status  are  also  eligible  for 
health  insurance.  Two  provinces  (Alberta  and  British  Columbia)  and  one  territory  (The  Yukon) 
charge  their  residents  health  insurance  premiums  although  payment  of  premiums  is  not  required 
to  be  eligible  for  insurance  coverage.  There  have  been  anecdotal  reports  of  persons  being  denied 
care  in  these  provinces  if  they  have  not  paid  their  premiums."  '* 

The  Canada  Health  Act  passed  by  the  Canadian  Parliament  in  1984  outlines  the  criteria  which 
must  be  met  by  provincial  health  insurance  plans  to  be  eligible  for  federal  government  assistance. 
One  of  the  criteria,  comprehensiveness,  requires  the  provinces  to  insure  all  'medically  necessary' 
care  provided  by  physicians.  There  is  considerable  variation  in  the  other  services  provided  but 
most  provinces  provide  some  coverage  for  prescription  drugs,  durable  medical  equipment  and 
long-term  care  (both  institutional  and  community). 

Almost  all  Canadians  live  within  M)  miles  of  a  hospital.  There  are  large  numbers  of  physicians 
in  urban  areas  and  the  south  of  the  country  within  100  miles  of  the  American  border.  Physicians 
do  locate  their  practices  within  poor  urban  neighbourhoods,  contrary  to  the  US  situation.  There 
are  problems  attracting  physicians  to  northern  and  rural  areas  of  the  country.'"'  There  is  some 
evidence  that  rural  residents  in  southern  Canada  consume  the  same  number  of  physicians  services 
although  they  may  have  to  travel  to  receive  them."  Canadians  in  rural  and  remote  settings  also 
have  less  accessibility  to  non-medical  services  such  as  psychology  and  rehabilitation.  Primary 
care  nursing  services  are  available  in  almost  all  remote  communities. 
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Canadians  may  visit  any  doctor  (hey  wish  at  any  lime  when  they  can  arrange  an  appointment. 
Provincial  health  insurance  plans  only  pay  specialists  at  general  practitioner  rates  if  there  is  no 
GP  referral.  However,  specialists  will  often  extract  the  name  of  a  GP  from  the  patient  and  add 
that  doctor's  health  insurance  billing  number  to  the  insurance  claim  to  ensure  payment  at  the 
higher  rate.  !n  most  communities  doctors  focus  care  through  family  physicians  but  in  others 
internists,  gynecologists,  and  pediatricians  provide  significant  amounts  of  primary  care. 

Access  and  Utilization  of  high-technology  specialized  services 

1  he  most  serious  American  criticisms  of  the  Canadian  health  care  system  focus  on  access  to  high 
technology  care,  such  as  heart  surgery.  Typically,  provincial  governments  must  provide  specific 
approvals  for  expensive  high-technology  services  such  as  open-heart  surgery,  transplantation,  and 
magnetic  resonance  imaging  (MRI).  There  are  limitations  to  the  data  in  making  these 
comparisons.  However,  the  overall  conclusions  of  the  existing  data  are: 

1.    Canadians  do   have   lower   utilization   of  high   capital,   high-technology   services, 
especially  open-heart  surgery,  CAT  scanners,  and  MRI  scanners. 

2.  Low  income  Canadians  have  better  access  to  high  technology  services  than  uninsured 
or  poorly  insured  Americans. 

3.  Canadians,  on  average,  have  similar  access  to  high-technology  services  for  emergent 
and  urgent  conditions  as  well-insured  Americans. 

4.  Canadians,  on  average,  have  less  access  to  high-technology  services  for  elective  and 
non-urgent  conditions  than  well-insured  Americans. 

The  United  States  has  over  2000  MRI  scanners  while,  as  of  October,  1992,  Canada  had  only 
22.'"  However,  when  there  are  many  scanners  with  most  operating  at  below  peak  capacity,  the 
price  per  unit  of  service  is  increased.  Also,  uninsured  and  poorly  insured  Americans, 
representing  perhaps  25%  of  the  population,  have  little  or  no  access  to  MRI.'^ 

In  1987.  the  overall  US  rate  for  coronary  artery  bypass  surgery  (CABS)  was  95  per  100,000^', 
while  the  Canadian  rale  for  1988-89  n.scal  was  approximately  55."  The  US  rate  I'or  those  under 
65  is  only  about  30%  higher  than  in  Canada  while  the  rate  is  50  to  75%  higher  for  the  elderly. 
Far  from  these  data  indicating  a  lack  of  heart  surgery  for  older  Canadians,  they  may  indicate  too 
much  surgery  for  older  Americans.  And,  there  is  evidence  that  many  younger  Americans  don't 
get  heart  surgery  they  do  need  because  of  costs. 

Dr.  Geoffrey  Anderson  of  Toronto's  Institute  for  Clinical  Evaluative  Sciences"  has  found  that 
poor  Canadians  are  most  likely  to  get  heart  bypass  surgery  while  poor  Americans  are  the  least 
likely  to  get  the  operation.  Other  investigators  have  also  found  that  wealthy  Americans  are  more 
likely  to  get  heart  surgery  than  poorer  Americans."  "  Given  that  heart  disea.se  death  rates  are 
four  to  eight  times  higher  for  the  poor  compared  to  the  rich,  it  is  a  safe  conclusion  that  there  are 
many  poor  Americans  who  have  a  tnedical  need  for  surgery  but  don't  get  it.'*  And,  wealthy 
Americans  might  be  getting  too  much  heart  surgery.  Dr.  Anderson  cautions  that  we  can't 
necessarily  draw  this  conclusion  from  his  study  but  he  adds,  "We  can  say  that  in  the  United 
Stales  the  financial  incentives  for  hospitals  to  perform  surgery  are  quite  attractive,  and  maybe 
they  do  too  much."" 

Another,  illuslralion  of  American  vested  interests'  misleading  rhetoric  on  high  tech  health 
services  is  the  focus  on  the  number  of  'units'  as  opposed  lo  the  number  of  procedures.  For 
example,  the  National  Centre  for  Policy  Analysis  has  recently  claimed  that  the  US  has  three 
times  as  many  heart  surgery  units  per  capita  as  Canada."  However  the  actual  number  of  heart 
operations  performed  is  only  about  50  to  70%  greater.  In  Canada,  almost  all  heart  surgery  is 
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done  in  University  hospilnh  -■  and  these  centres  handle  Inipc  volnincs  of  cases.  In  the  US  many 
coninuinity  hospitals  ha\e  fledplinp  heart  units  which  perform  small  numbers  of  operations. 
Ihese  hospitals  don't  eslahlish  their  heart  units  to  meet  community  needs  but  rather  lo  more 
effectively  compete  with  other  hospitals  in  the  district. 

In  Canada,  concentrating  services  maintains  the  skill  level  of  surgical  teams  --  which  provides 
an  added  measure  of  safety  for  Canadian  heart  patients.  Studies  in  the  US  have  shown  that  heart 
surgery  death  rates  are  much  higher  in  hospitals  with  low  surgical  volumes."  And,  as  mentioned 
above,  if  a  community  has  more  heart  units  or  MR!  scanners  than  it  needs  then  they  run  at  low 
capacity  which  increases  the  costs  per  unit  of  service.  Therefore,  the  higher  number  of  heart 
units  in  the  US  is  actually  a  sign  of  poor  quality  and  resource  waste  --  hardly  a  point  of  pride! 

Access  and  Utilization  of  non-high  technology  services 

Canadians  consume  more  hospital  and  physicians  services  than  do  Americans.  In  1989, 
Americans  used  814  hospital  days  per  1000'"  while  the  comparable  figure  was  1164  days  per 
1000  in  Ontario,  Canada's  largest  province.^'  In  1987,  Canadians  used  50%  more  physicians' 
services  than  Americans.'"  In  1987.  residents  of  Ontario  had  a  rate  of  major  surgery'  35%  higher 
than  California  and  15%  higher  than  New  York  State.'" 

Canadians  have  much  belter  access  to  primary  care  services.  In  1988,  52.5%  of  Canadian 
physicians  were  general  or  family  practitioners  whereas  in  the  US  only  13.3%  of  physicians  were 
in  these  categories." 

Most  hospitals  arc  non-pront  private  corporations.  Some  boards  are  elected  by  general  suffrage 
from  local  government  area  but  most  hospital  corporations  have  limited  membership  with  self- 
replicating  boards.  The  provincial  ministries  of  health  make  almost  no  decisions  about  which 
services  are  offered  by  hospitals.  There  is  little  government  oversight  of  hospital  operations.  In 
fact,  the  hospital  branch  of  the  Ontario  ministry  of  health  has  only  80  non-clerical  staff  to 
manage  a  budget  of  over  $8  billion  (CAN).  In  1991,  the  Toronto  General  Hospital  told  the 
Ontario  provincial  auditor  that  it  could  not  look  at  the  records  of  a  $3.2  million  expenditure/' 
Two  years  later,  the  details  of  that  expenditure  remain  unexamined  by  a  public  authority. 

Provinces  fund  their  hospitals  with  global  budgets.  Some  provinces  are  now  using  a  modincation 
of  the  DRG  system  to  calculate  a  portion  of  the  budget  but,  by  and  large,  the  budgets  have  been 
increased  over  time  across  the  board  with  little  adjustment  for  volume  or  case  mix.  The  result 
is  a  situation  where  some  comnniiiities  are  relatively  richly  endowed  with  resources  compared 
to  others.  However,  there  is  lilile  hard  data  of  the  .scope  of  tlie  problem  and  the  san\e  situation 
pertains  in  other  countries  with  as  widely  disparate  funding  mechanisms  as  the  US^*  and  the 
United  Kingdom." 

The  decisions  about  resource  allocation  within  hospitals  are  determined  mainly  by  the  physician 
group.  For  example,  the  chief  of  surgery  is  typically  responsible  for  the  allocation  of  operating 
room  time.  On  closer  examination  many  complaints  about  lack  of  funding  for  certain  specialty 
services  are  really  a  cry  for  public  assistance  when  the  specialist  has  lost  the  internal  hospital 
debate.  Recently,  with  increased  budgetary  pressures,  hospital  administrators  have  been  playing 


Defmed  as  a  procedure  which  was  not  performed  on  a  not-for-adinission  basis  in  1987. 
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a  more  active  role.  With  the  development  of  better  systems  for  determining  actual  patient  costs, 
administrators  have  targeted  high  cost  services  such  as  orthopedics  and  neurosurgery  for  cuts. 
Certain  high-cost  services  such  as  transplantation,  cardiac  surgery,  and  diagnostic  imaging  require 
specific  ministry  of  health  approval.  However,  doctors  and  administrators  have  some  discretion 
in  these  areas  as  well. 

Medical  prnrlice 

Most  Canadian  physicians  are  in  private  practice  and  are  paid  on  a  fce-for-service  basis.  Most 
provinces  have  instituted  electronic  billing  and  most  doctors  are  paid  within  2  to  4  weeks  of  claim 
submission.  In  Ontario  in  fiscal  1992-93,  96.5%  of  claims  were  paid  within  four  weeks  of 
subinission."  In  Ontario  from  1982  to  1992,  an  average  of  0.2%  of  doctors  per  year  were  asked 
to  repay  moneys  which  had  been  paid  by  the  province's  health  insurance  plan."  There  are  no 
user  charges  allowed  for  basic  medical  and  hospital  care.  Doctors  can  bill  workers'  compensation 
agencies  for  care  of  work-related  injuries  and  illnesses  and,  are  allowed  to  bill  patients  directly 
for  services  not  covered  by  the  plan  (eg.  insurance  forms,  cosmetic  plastic  surgery). 

Multi-specialty  group  practice  is  very  uncommon.  There  are  about  250  community  health  centres 
(CHCs)  where  doctors  are  paid  salaries  and  there  are  other  primary  care  professionals  (nurses, 
social  workers).  170  of  these  arc  irt  (Quebec  where  llicy  are  called  CT,SCs  (Centre  Local  Services 
Communitaire.  Quebec  has  given  CL.SCs  a  clear  mandate  to  provide  general  primary  care  as  well 
as  home  care  and  children's  mental  health.  CLSCs  have  community  boards  are  given  discretion 
to  identify  three  priority  areas  to  meet  their  own  local  community  needs.  Quebec  now  devotes 
over  5%  of  its  overall    health  budget  to  the  CLSCs. 

Ontario  has  almost  50  CIICs  and  the  province  is  committed  to  expanding  the  program  by  3 
centres  per  year.  Ontario's  CHCs  are  largely  designed  to  alleviate  non-Hnancial  barriers  to  access 
for  specific  groups  (eg.  the  poor,  frail  elderly,  immigrant  communities,  francophone  minorities). 

Ontario  has  also  established  90  health  service  organizations  (HSOs)  which  receive  capitation 
payments  for  ambulatory  care.  There  are  three  community  governed  HSOs  and  two  with 
University  alfiliation  while  the  balance  are  owned  by  family  doctors.  Most  are  small  (3000  to 
6000  patients)  but  the  Sault  Ste  Marie  Group  Health  Association  clinic  is  governed  by  a 
community  board  and  has  over  30,000  patients.  The  program  was  frozen  three  years  ago  because 
of  provincial  concerns  about  lack  of  accountability.  1  he  ministry  is  currently  negotiating  program 
changes  with  the  Ontario  Medical  Association  (for  the  private  HSOs)  and  individual  non-profit 
HSOs. 

Ontario  has  also  initiated  the  comprehensive  health  organization  (CHO)  program.  The  CHO  will 
receive  provincial  capitation  payments  for  ambulatory  and  acute  hospital  care.  It  might  potentially 
incorporate  funding  for  long-term  care  and  prescription  drugs.  CHOs  will  be  governed  by  non- 
profit community  boards.  On  paper  the  funding  looks  remarkably  similar  to  a  US  health 
maintenance  organization  (HMO).  However,  the  ministry  has  only  funded  one  CHO  so  far  and 
it  is  located  in  a  remote  community.*  It  will  likely  function  as  a  quasi-governmental  regional 
health  authority. 

Health  status 

General  social  and  economic  conditions  have  much  more  impact  than  health  care  on  conventional 
measures  of  health  status  such  as  life  expectancy  and  infant  mortality.  However,  if  Canada's 
health  care  system  was  as  inadequate  as  some  American  critics  have  suggested,  these  should  be 
reflected  in  poorer  health  status  for  Canadians.  In  fact,  Canadians  enjoy  better  health  status  than 
Americans,  (see  table  one) 

In  recent  years  the  US  record  for  low  birthweight  has  actually  been  getting  worse  while  Canada's 
has  continued  to  improve.'"  Low  birthweight  is  the  major  predictor  of  infant  mortality  and  is 


81 

cfrcclcd  in  ininnr  f.isliion  by  trnditionni  pre-natal  care.  One  recent  study  has  suggested  thai  60% 
of  the  diffctcncc  in  infant  mortality  rates  between  Canada  and  the  US  is  due  to  the  higher  rate 
of  low  birthweight  in  the  United  States." 

Howeser,  there  are  nutDcrous  examples  of  where  US  patients'  health  status  has  been  adversely 
affected  by  financial  barriers  to  care.  Recerit  studies  have  documented  decreased  access  and 
poorer  outcomes  according  to  financial  situation  and/or  insurance  status  for  newborns", 
glaucoma"  '*,  childhood  imiminizalion",  and  mammography  and  pap  smears."  One  Study  showed 
that  the  uninsured  were    more  likely  to  die  after  hospital  admission." 

Problems  wUh  Catiiidn's  hcnitli  cnre  svslcin 

Canada's  health  care  system  faces  a  similar  set  of  problems  as  do  the  health  care  systems  of  other 
industrialized  countries  including  the  VS.  However,  the  US  has,  by  far,  the  most  serious 
problems  with  costs  and  access.  The  major  problems  identified  with  Canada's  system  by  a  series 
of  recent  government  reports  include: 

I    Too  much  focus  on  curative  medicine  as  opposed  to  health  promotion  and  disease 
prevention. 


'  The  CHO  is  to  be  located  in  Fort  Francis  which  is  a  pulp  and  paper  town  of  9,000  near  the 
Minnesota  border. 

2.  Inefficiencies  due  to  the  organization  and  financing  of  the  systeni.  For  example, 
Canadians  overuse  institutional  services  compared  with  cominunity  services.  Also,  the 
predominant  method  of  physician  payment  is  fee-for-service. 

3.  Inadequate  quality  assurance  leading  to  the  provision  of  inappropriate  care.  There  are 
few  explicit  written  standards.  There  is  little  monitoring  of  physicians,  even  by  other  doctors. 

It  is  important  for  Americans  to  realize  that  these  problems  are  specific  to  the  model  of  single- 
payer  plan  implemented  by  Canada.  None  of  these  problems  are  related  to  public  health 
insurance.  Rather,  they  are  related  to  relatively  unaccountable  private  management  of  the  system 
by  doctors  and  hospitals. 

pihpr  pffcct.s  of  public  hrnllh  insurance 

In  Canada,  management  and  labour  do  not  negotiate  basic  health  benefits.  They  do  negotiate  for 
so  called  extended  health  benefits  such  as  dental  care  and  prescription  drugs.  However,  in  the 
United  States,  negotiations  about  basic  health  benefits  have  become  increasingly  acrimonious.  In 
1990,  health  care  was  the  major  issue  in  83%  of  negotiations  and  55%  of  strikes  and  lockouts. 

Also,  the  US  system  of  health  insurance  increases  costs  to  business.  Chrysler  has  estimated  that 
it  cost  $700  (1988  US  dollars)  in  health  benefits  for  each  car  it  produced  in  the  US  but  only  $233 
for  the  cars  it  produced  in  Canada.  This  evidence  led  Ontario  Premier  Bob  Rae  to  comment, 

"The  cost  advantage  for  us  in  manufacturing  in  terms  of  the  health  care  issue  is  enormous 
and  it's  growing.  Ihe  longer  the  Americans  take  to  resolve  this,  the  happier  I'll  be." 

A  consistent  theme  of  various  government  health  reports  of  the  past  two  decades  has  been  that 
health  care  is  not  nearly  as  important  for  the  population's  health  as  social  and  economic  factors. 
Other  countries  spend  less  of  their  economy  on  health  care  than  the  US  but  spend  more  on  other 


82 


arc.is  of  .social  policy.*"  1  his  is  reflected  in  the  high  rates  of  officially  designated  poverty  in  the 
U.S  compared  to  other  indiistrialircd  nations.  There  is  little  discussion  within  the  United  States 
of  the  opportunity  costs  of  the  world's  most  expensive  health  care  system.  However,  the  massive 
resources  allocated  to  the  treatment  of  illness  clearly  preclude  investments  in  other  social 
programs  which  would  more  efficiently  promote  health. 

Lessons  Tor  Aniericnns  from  Cniindinn  Ptiblic  llenllh  liistirnnce 

The  main  lessons  for  Americans  from  Canada's  health  care  system  are  as  follows: 

1.  The  cost  savings  from  a  single-payer  plan  are  real.  Canada's  system  is  more  than  3% 
of  Gross  Domestic  Product  less  costly  than  the  American  system.  The  savings  are  due  to  factors 
associated  with  a  single-payer  plan,  including  lower  administrative  costs  and  reduced  hospital  and 
physicians  costs. 

2.  Canadians  have  better  access  to  almost  all  health  services  than  do  Americans. 
Canadians  use  more  physicians'  services  and  hospital  services  than  do  Americans. 

3.  Canadians,  on  average,  have  less  access  to  high-technology  services  than  do  well- 
insured  Americans.  However,  it  appears  the  health  impact  of  this  decreased  access  is  minimal, 
and  so  far,  anecdotal.  Furthermore,  uninsured  or  poorly  insured  Americans,  representing  perhaps 
one-third  of  all  Americans,  have  less  access  to  high-technology  services  than  do  Canadians. 
There  is  considerable  documentation  of  the  adverse  impact  on  the  uninsured  and  poorly  insured 
in  the  US. 

4.  The  major  problems  of  Canada's  health  care  systein  have  little  or  nothing  to  do  with 
single-payer  Tinancing.  The  problems  relate  to  the  method  of  organization  and  financing  of  the 
largely  private  delivery  system.  The  US  could  implement  its  own  national  health  program  and 
avoid  Canada's  difficulties. 
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Public  Health  Associjtion  is  the  largest  organization  of  public 
health  workers  in  the  United  States.  Together  with  its  affiliated 
state  associations,  it  represents  over  fifty  thousand  people  who 
worlc  in  or  teach  about  our  public  health  system.  We  are  pleased  to 
have  the  opportunity  to  submit  testimony  to  your  subcommittee  today. 

The  heal th  care  crisis: 

A  1991  Gallup  Poll  found  that  9V^   of  its  respondents  felt  that 
the  United  States  health  care  system  was  in  crisis.  This  attitude 
has  been  widely  expressed  not  only  by  the  general  public,  but  also 
by  scholars  and  practitioners  who  worlc  with  and  in  the  system.  The 
elements  of  this  crisis  in  our  medical  care  delivery  and  financing 
system  are.  briefly,  cost,  access,  and  quality.  The  problems  in 
these  areas  are  widely  recognized,  and  I  will  therefore  only  briefly 
describe  them. 

The  problem  most  often  cited  is  high  cost,  increasing  rapidly, 
with  the  resulting  burden  on  individuals,  businesses  and 
governments.  The  complexity  of  our  system  of  paying  for  medical 
care  contributes  substantially  to  this  cost.  The  United  States  is  a 
rich  country,  and  we  might  be  able  to  afford  this  expenditure. 
However,  we  are  not  getting  good  value  for  the  money  we  spend,  nor 

have  we  had  the  opportunity  to  decide  that  we  wish  to  spend  our 
money  in  this  way,  rather  than  for  other  community  needs. 

The  second  element  in  the  medical  care  crisis  is  access.  More 
than  37  million  people  are  without  any  public  or  private  insurance 
for  the  costs  of  medical  care.  That,  however,  is  a  one-time 
snapshot  --  the  number  of  people  without  coverage  at  this  point  in 
time.  However,  people  gain  and  lose  insurance  over  time.  The 
Census  Bureau  has  estimated  that  63  million  people  were  uninsured  at 
some  time  during  a  recent  28-month  period.  And  the  number  of 
persons  without  any  coverage  has  been  increasing  steadily. 

In  addition  to  those  completely  without  coverage,  there  are 
many  with  inadequate  coverage.  Just  the  other  day,  1  received  a 
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promotional  rriailing  for  health  insurance  that  paid  the  munificent 
sum  of  $10  a  day  for  every  single  day  I  spent  In  the  hospital. 
Someone  who  purchased  that  insurance  would  be  counted  as  insured  -- 
but  surely  not  adequately  insured.  The  inadequately  insured  have 
been  estimated  at  twenty  to  seventy  million,  depending  on  how  one 
defines  adequacy. 

Our  system  of  health  insurance  is  largely  employment-based. 
But,  because  of  the  high  and  rapidly  increasing  costs  of  medical 
care,  employers  are  backing  away  from  providing  insurance,  or 
cutting  back  on  the  insurance  they  are  providing.  These  employer 
efforts  have  played  an  important  part  in  almost  every  major  labor 
dispute  in  recent  years. 

Now,  we  have  the  final  straw  --  the  H.  &  H.  Music  Company. 
When  an  H.  &  H.  employee  became  ill  with  AIDS,  the  company 
retroactively  changed  its  health  insurance  plan  to  provide  only 
$5000  in  lifetime  benefits  for  AIDS.  The  U.S.  Court  of  Appeals  said 

this  was  permissible,  and  the  U.S.  Supreme  Court  refused  to  review 
the  case  last  November.  Because  H.  &  H.  was  self-Insured,  ERISA 
gave  priority  to  the  financial  stability  of  the  plan  over  meeting 
its  health  insurance  obligations. 

That  means  that  any  employer  that  wants  to  self-insure  --  and 
most  major  employers  are  already  self-insured  --  can  retroactively 
eliminate  or  cut  back  on  Us  health  insurance  benefits  whenever  it 
wants  to.  So  what  we  have  is  no  longer  insurance  --  rather  It's 
UNsurance  --  you  get  sick,  they  don't  pay. 

The  result  of  all  this  is  that  people  are  anxious:  They're 
afraid  to  change  jobs  because  the  new  employer's  Insurer  might  not 
cover  them  for  pre-existing  conditions.  They're  afraid  that  if  they 
lose  their  jobs,  they'll  lose  their  health  insurance  --  and  many 
people,  even  middle  class  people,  have  been  losing  their  jobs. 
They're  afraid  that  even  if  they  keep  their  jobs,  they'll  lose  their 
health  insurance. 
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But  the  impediments  to  access  are  not  merely  financial.   Inner 
cities  and  rural  and  frontier  areas  all  suffer  from  a  lack  of  health 
care  personnel  and  facilities.  Studies  have  shown  that  race  and  sex 
are  also  barriers  to  appropriate  care  independent  of  financial 
factors. 

The  third  aspect  of  the  medical  care  crisis  is  quality  and 
appropriateness.  We  have  inadequate  numbers  of  primary  care 
practitioners,  leading  to  fragmented  care  in  which  an  individual  may 
be  treated  by  a  number  of  specialists  without  ever  being  looked  at 
as  a  whole  person.  We  have  excess  numbers  of  hospital  beds  and 
specialists,  driving  up  costs  and  simultaneously  lowering  quality 

because  many  of  those  practitioners  don't  do  procedures  often  enough 
to  maintain  their  skills. 

Studies  conducted  by  the  Rand  Corporation  have  concluded  that  a 
large  number  of  medical  procedures  are  unwarranted.  At  the  same 
time,  rural  and  frontier  areas  have  Inadequate  services.  As  a 
result  of  all  this,  we  fall  short  of  much  of  the  Industrial  world  In 
areas  where  health  care  Is  important.  As  Is  usually  the  case,  all 
of  this  Is  much  worse  for  minorities  and  the  poor. 

However,  all  this  describes  only  the  crisis  in  medical  care 
delivery  and  financing.  We  have  a  crisis  in  public  health  as  well. 
Americans  were  beginning  to  think  that  infectious  disease  was 
something  they  didn't  have  to  worry  about.  We  now  have  AIDS, 
sexually  transmitted  diseases,  and  a  resurgence  of  tuberculosis,  now 
often  drug-resistant.  We  have  problems  of  teenage  pregnancy,  of 
homclc33nc55 .   Violence  pervades  our  society:  child  abuse,  domestic 
violence,  and  homicides  are  all  Increasing.  We  face  spreading 
health  problems  stemming  from  poverty  and  poor  education, 
environmental  neglect,  risky  behavior,  and  lack  of  access  to 
preventive  care.  The  "Index  of  Social  Health."  published  earlier 
this  week  by  Fordham  University,  stands  at  its  lowest  level  since  it 
was  first  prepared  in  1970.  And  again,  the  poor  and  ethnic 
minorities  have  the  worst  of  it. 
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At  the  same  time  that  our  problems  are  increasing,  many  --  if 
not  most  --  states,  faced  with  serious  financial  problems,  have  been 
cutting  back  their  support  for  public  health  activities  and  laying 
off  public  health  worlcers. 

S.  491,  The  American  Health  Security  Act: 

S.  491,  introduced  by  Senator  Wellstone,  and  its  companion 
House  bill  H.R.  IZOO,  introduced  by  Representatives  McOermott  and 
Conyers,  provides  an  effective  attack  on  the  problems  comprising  the 
medical  care  and  the  public  health  crises.  The  American  Public 
Health  Association  strongly  supports  these  bills. 

S.  491.  by  establishing  a  single-payer  system,  would  simplify 
the  administration  of  medical  care  financing,  saving  as  much  as  $100 
billion  a  year.  Equally  important  in  restraining  health  care  cost 
increases  are  S.  49rs  global  institutional  budgets,  rate-setting, 
and  controls  on  drug  and  medical  equipment  prices.  The  system  would 
be  financed  through  progressive  taxation,  the  fairest  and  most 
equitable  way. 

S.  491  would  deal  with  the  access  and  quality  problems  I  have 
described  by  providing  universal  access  to  comprehensive  medical 
care  benefits.  It  would  reshape  the  health  care  delivery  system  to 
emphasize  primary  care,  and  would  expand  services  to  medically 
underserved  rural  and  inner  city  areas.  It  would  expand  the  use  of 
outcomes  research  and  practice  guidelines,  and  encourage 
multidisciplinary  training. 

Finally.  S.  491  goes  beyond  the  medical  care  crisis  to  address 
the  public  health  crisis.  The  American  Public  Health  Association 
recognizes  that  S.  491  was  one  of  the  first  health  care  reform  bills 
to  recognize  the  importance  of  enhancing  and  strengthening  the 
public  health  system,  and  compliments  its  sponsors  for  their  efforts 
in  this  direction. 

President  Clinton's  proposal: 
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Many  of  the  public  health  and  primary  care  elements  so 
important  In  S.  491,  as  well  as  the  title  "American  Health  Security 
Act,"  also  appear  in  the  draft  proposal  put  forth  by  President 
Clinton  on  September  7,  1993.  President  Clinton's  proposal  for 
dealing  with  the  crisis  in  medical  care  financing,  however,  is  based 
on  a  different  concept,  that  of  managed  competition.  There  are 
different  forms  of  managed  competition,  but  the  basic  idea 
underlying  managed  competition  is  that,  because  of  health  insurance, 
the  consumer  has  no  incentive  to  be  concerned  about  the  cost  of 
medical  care. 

Once  he  or  she  has  paid  the  premium,  or  it  has  been  paid  by  his 
or  her  employer,  the  cost  to  the  consumer  remains  the  same 
regardless  of  how  much  medical  care  is  used,  regardless  of  whether 
the  consumer  goes  to  an  extravagant  wasteful  physician  or  one  who 
provides  more  cost-effective  care. 

Providers  also  are  discouraged  from  being  economical. 
Physicians  are  usually  paid  on  a  fee-for-service  basts,  which  means 
the  more  services  they  provide,  the  more  they  earn.  Hospitals  have 
traditionally  been  paid  on  a  cost  basis,  which  again  rewards  them 
for  generating  more  costs. 

Moreover,  the  argument  goes,  this  lack  of  concern  about  costs 
is  encouraged  by  the  tax  treatment  of  health  insurance.  Employers 
are  permitted  to  deduct  health  Insurance  premiums  as  a  cost  of  doing 
business,  so  they  have  only  limited  incentive  to  keep  those  premiums 
low.  Employees  have  no  incentive  to  choose  less  expensive  health 
insurance  because  they  pay  no  income  taxes  on  health  insurance 
premiums  that  are  paid  on  their  behalf  by  their  employers. 

Managed  competition  would  deal  with  this  problem  of  incentives 
by  making  consumers  and  employers  more  conscious  of  health  care 
costs.  Insurance  and  prepayment  plans,  responding  to  that  concern, 
would  try  to  compete  with  each  other  on  the  basis  of  price.  In 
order  to  do  that,  they  would  force  providers  to  deliver  more  cost- 
effective  care. 
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The  Idea.  then,  is  a  kind  of  domino  effect  --  consumers 
pressure  insurers,  who  in  turn  pressure  providers.  The  basic 
concept  of  managed  competition  is  one  of  cost-conscious  consumer 
choice  among  competing  private  plans.  It's  based  on  the  assumption 
that  consumers  will  be  able  to  fend  for  themselves  in  the  marltet  and 
force  providers  to  compete  with  each  other  on  price  and  quality. 
President  Clinton's  version  of  managed  competition  has  backed  away 
from  pure  reliance  on  the  market,  and  provides  some  regulation  to 
avoid  the  deleterious  effects  of  pure  market  reliance.  His 
modifications,  however,  are  not  adequate  to  protect  consumers, 
restrain  costs,  and  protect  the  public's  health. 

Managed  competition  is  based  on  theoretical  assumptions  that 
are  often  questionable.  First,  there's  the  underlying  idea  that 
consumers  get  more  medical  care  than  they  need  or  want  because 
they're  insured  and  can  therefore  ignore  the  costs.  This  assumes 
that  all.  or  at  least  a  very  substantial  group,  of  the  population 
has  insurance  coverage  which  pays  all  or  almost  all  costs.  We  know 
that  isn't  true.  Thus,  the  idea  that  most  people  are  insensitive  to 
health  care  costs  is  at  best  an  oversimplification. 

Second,  even  if  insurance  is  the  problem,  the  focus  on  the 
consumer  is  inadequate  or  unfair.  The  evidence  is  that  most  medical 
care  cost  increases  stem  from  intensity  (the  number  of  services 

provided)  and  the  use  of  high  technology.  The  decisions  to  use 
those  services  and  that  technology  is  made  by  physicians  or  other 
providers,  not  by  consumers.  The  decision  made  by  the  consumer  is 
simply  to  visit  his  or  her  physician,  not  what  the  physician  will  do 
once  the  visit  takes  place.  But  it's  the  office  visit  which  has  the 
least  insurance  coverage.  Thus,  the  most  meaningful  target  is  the 
provider,  not  the  consumer. 

Third,  managed  competition  theorists  seem  to  imply  that  people 
buy  health  insurance  simply  or  primarily  because  it's  tax-free. 
It's  clearly  true  that  some  consumers  think  about  the  non-taxable 
nature  of  health  insurance  and  make  the  decision  that  they  would 
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rather  have  their  employer  pay  for  their  health  insurance  than  pay 
them  in  cash.  However,  even  those  people  are  not  interested  in 
health  insurance  just  because  it's  tax-free.  They  want  health 
insurance  because  it  does  something  for  them  --  it  protects  them 
against  unpredictable  costs. 

All  the  evidence  we  have  is  that  people  buy  as  much  health 
insurance  as  they  can  afford  because  that  protection  against 
uncertainty  is  very  important  to  them.  They  want  to  be  covered  so 
that  they  don't  have  to  malce  the  Itind  of  rational  trade-offs  between 
cost  and  care  that  the  competition  analysts  would  like  them  to  make. 
If  that's  true,  then  modifying  the  tax  status  of  health  insurance 
will  only  discourage  the  purchase  of  health  insurance  by  low  income 
persons  --  precisely  those  who  need  it  the  most. 

Fourth,  managed  competition  assumes  that  insurers  or  providers 
will  put  together  competing  plans:  make  consumers  cost-conscious 
and  a  system  of  plans  that  will  compete  with  each  other  will  spring 
up.  But,  even  if  this  does  happen  in  large  urban  areas,  what  about 

the  many  areas  of  the  country  that  have  only  one  hospital,  or  only  a 
few  physicians?  A  substantial  part  of  the  U.  S.  population  lives  in 
regions  with  population  densities  too  low  to  support  competing 
plans. 

Fifth,  assuming  that  those  competitive  plans  are  put  together, 
will  the  insurers  really  pressure  the  providers  to  keep  costs  down7 
Past  history  on  this  isn't  too  encouraging.  Although  there  has  been 
some  pressure  on  providers,  Insurers  have  more  frequently  tried  to 
reduce  costs  by  selecting  the  consumers  they  would  cover.  Moreover, 
in  specialties  or  geographic  areas  where  providers  are  limited  in 
number.  Insurers  will  not  be  in  a  position  to  pressure  them. 

Sixth,  managed  competition  assumes  that  the  consumer  will  have 
sufficient  information  to  make  intelligent  choices  between  plans. 
Again,  our  past  history  is  not  encouraging  --  consumer  information 
has  been  largely  limited  to  price,  and  not  very  clear  Information 
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about  price  at  that.  Medical  care  isn't  a  single  product,  but  a 
complex  mixture  of  products.  It's  very  difficult  to  provide  the 
kind  of  information  that  consumers  would  need  to  make  meaningful 
choices  in  an  area  as  complex  as  medical  care. 

Seventh,  cost-sharing,  1.  e.,  deductibles  and  co-payments,  is 
usually  included  in  managed  competition  plans  as  a  way  of  Increasing 
cost-consciousness.  The  argument  is  that  it  discourages  consumers 
from  seeking  unnecessary  services.  However,  we  know  that  it 
discourages  both  necessary  and  unnecessary  services.  We  know  that 
it  discourages  prevention  and  early  treatment.  We  know  that  it 
encourages  crisis-oriented  secondary  and  tertiary  services,  which 
are  precisely  the  most  expensive  services.  Finally,  we  know  that  it 

has  a  heavier  impact  on  the  low  income  population,  precisely  those 
with  the  highest  medical  care  needs. 

Managed  competition  variations  which  offer  substantially 
different  benefit  packages  pose  the  additional  danger  of  creating  a 
multi-tier  medical  care  system,  with  lower-income  persons  provided 
with  poorer  benefits.  President  Clinton's  proposal  does  not  do 
this,  and  so  I'll  not  discuss  those  problems  further. 

APHA  prefers  a  single-payer  approach: 

For  all  these  reasons,  APHA  continues  to  favor  a  single-payer 
solution  to  our  medical  care  financing  problems  --  it's  simpler, 
more  likely  to  control  costs,  and  likely  to  be  more  equitably 
financed  than  President  Clinton's  managed  care  proposal. 

Promoting  and  maintaining  the  public's  health,  however, 
requires  much  more  than  the  reform  of  medical  care  financing.  The 
American  Public  Health  Association  Is  therefore  particularly 
supportive  of  the  community-based  public  health  services  that  are 
supported  by  S.  491.  Beyond  these  services  stands  the  need  to  deal 
with  the  causes  and  results  of  poverty,  probably  the  most  Important 
cause  of  111  health  in  the  United  States. 
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History  of  Medicine 


1  he  Role  of  Saskatchewan  in  Government- 
Sponsored  Health  Care:  A  Retrospective  View 


Sciwioi  EW.  Bat  notes  MD.  FRCSC* 


Doughly  Tommy  Doiiglns 

Noone  person  h.T<  Ind  n?  piofoi'nd  an  cf feci  on  llic  restrucliiiing 
of  hrslih  seiA'ces  in  Crinncln  a^  Toniniy  Doughs,  tlial  doughly 
liiile  Scoili'h  ^ocialirl  Hphlcr  and  oralor  who  v/.u  premier  of 
Sa5V;.ilchc»an  (roin  1941  lo  1961.  Il  should  h.i\c  suiprl^cd  no 
one  when  h':  announced,  on  Dccemher  17,  1959.  th.il  he  would 
introduce  a  ui'-dic.nl  c.ire  program  for  ihe  proiincc,  because  he 
had  professed  dedication  to  ihal  goal  Ihroughoul  his  political 
career. 

His  plan  »as  lo  he  universal,  comprehensive  in  hcnrfils. 
financed  wilh  premiums,  publicly  administered,  and  acceptable 
10  those  recci\inc  and  tho.";e  rendcrini;  seriicc.  The  details  were 
lo  be  recoinnic;i(lcd  by  an  appoinicd  advisory  comtnitlcc  of  10 
persons.  Including  three  appointees  from  the  College  of 
Physicians  and  Surgeons  of  Saskatchewan,  which  then  also 
Included  the  Saskalchcwan  Medical  Associ.ilion.  His  an- 
nouncement i<.as  criticiycd  by  his  opponents  and  by  the  medic.il 
profession  as  pclitiral  expediency  because  il  was  made  shortly 
before  an  expected  pro\  incial  election.  But  successful  politics 
in\oIves  opportunity  and  lirninp.  The  opportunity  was  created 
by  the  Dicfenb-iVer  go\cmment  that  scar  \vhen  they  undertook 
to  cosl-slu;c  provincial  hosf i:eli;.'tic.i  |  lans.  siclding  a  SI2 
niillion  windfall  to  Saskatchewan's  treasury.  As  for  Ihe  liming, 
il  was  politically  superb. 

Douglas  won  the  election  In  early  I960  with  an  increase  in 
Co  operative  Commonwealth  Pedcration  (CCF)  members,  al- 
though his  popular  vote,  in  a  four  p.irty  contest,  plunged  below 
41  percent.  Bui  he  did  this  despite  the  fad  Ihal.  for  Ihe  nrsltime. 
Ihe  provincial  merfical  association  encaged  in  Ihe  clcclion  cam- 
paign ihroiiph  an  ill  disguised,  well  financed  Public  Medical 
Information  Bureau.  The  association  even  had  the  audacity  lo 
debate  the  formidable  Douglas  before  a  live  television  audience, 
in  3  fonnat  now'  fashionable  in  elections. 

A  Leader  In  Health  Care 

Saskatchewan  has  been  the  crucible  for  pioneering  health  care 
programs  in  Nonh  America  since  1916.  when  Municipal  fJoclor 
Programs  used  taxes  to  atuaci  and  pay  for  a  local  doctor,  tn  the 
early  1920s,  citizens  and  doctors  united  in  Ihe  unique  Anti- 
Tuberculosis  League  by  prov  idiiig  free  comprehensive  care  lo 
sufferers  in  sanatoria  They  pioneered  in  tuberculin  testing, 
bacille  Calmctie  fluirin  (BCG)  vaccination,  and  mobile  chest 
X-ray  vans.  They  also  pioneered  in  mandatory  chesi  films  on 
hospital  admissions,  a  program  Ihal  w  as  emulated  elsewhere.  By 
Ihe  midl930s.  the  medical  association  had  persuaded  the  Con- 
servative administration  to  introduce  the  Cancer  Clinics.  Sas- 
kalchcw  an  can  point  to  the  world's  firsi  cob3lt-60  beam  unit  and 
firslbotalioniinil.andtobioph>sicisls  Dr.  Harold  Johns  and  Dr. 
Sylvia  Fcdonik,  who  is  now  the  Lieulcnant-Govcmor. 

In  I9'12,  the  Saskatchewan  Medical  Association,  mindful  of  the 
tragedies  of  the  Peprcssion.  resolved  lo  support  slate-aidcd 
health  insurance.  In  ig^l?.  Saskatchewan  cslablLshcd  North 
America  s  first  free  health  care  service  for  indigents,  the  disabled 
and  elderly,  the  cost  virtually  equally  shared  by  the  CCF  govern- 


ment and  the  profession.  Acceplahle  iniii.ilivcs  by  Premier 
Dougl.is.  who  was  also  Minister  of  Health,  followed;  in  1947 
Nonh  America's  first  universal  hospllali7.ation  scheme:  the  next 
year,  after  a  local  plebiscite.  Nonh  America's  first  compulsory 
and  comprehensive  medical  care  program,  a  pilot  project  for 
SO.fHiO  residents  in  the  Swill  Cuncnl  health  care  region,  which 
had  been  tav^igcd  by  drought  in  the  I9.'0s  and  depleted  of  doctor » 
during  Ihe  war. 

Tn  replenish  our  depleted  doctor  populalion,  reciprocal  licens- 
ing w  till  Great  Britain  was  legislated.  To  ensure  that  new  doctors 
would  establish  where  they  were  needed,  small  hospitals  were 
btiili  in  rural  areas  To  compensate  for  primitive  roads,  an  air 
ambulance  service  vvas  started,  using  Ihe  deserted  air-slrips  of 
the  Commonwealth  air  training  scheme.  Meanwhile,  voluntary 
nonprofit  medical  care  Insurance  programs  provided  protection 
for  individuals,  groups,  and  municipalities. 

Why  then,  wilh  such  cooperation,  should  Ihere  have  been 
turmoil  after  Douglas  announced  his  intenllnns7 

Opposition  Mounl.s 

To  introduce  a  health  care  program  smoothly,  two  ingredients 
ate  icqjircl:  need  and  tr\)SI.  Piisl  ilicte  should  be  a  publicly 
recognized  need  that  leads  to  public  acceptance.  The  programs 
reciled  were  bom  of  social  and  economic  necessity.  The  second 
requirement  for  success  is  mutual  trust  between  those  ad- 
minisiering  a  program  and  those  providing  the  service.  From 
I960  10  1962,  doubt  arose  about  both  need  and  trust.  The 
government  ignored  a  plebiscite  of  1956  that  was  lo  extend  the 
S  w  ifi  Current  plan  to  two  more  health  regions  of  1 30.000  people. 
Il  was  rc'icctcd  by  three  or  four  lo  one  And  Inisl  eroded  because 
Douglas  not  only  failed  lo  consult  the  profession  first,  as  he  had 
promised,  but  also  because  his  five  slated  principles,  plus  a  short 
timeframe  for  the  advisory  committee  pre-delermlned  and 
proscribed  their  decisions. 

Public  skepticism,  cultivated  by  the  profession,  grew  and  gave 
more  Impetus  lo  the  opponents  of  "slate  medicine  "  and  to  politi- 
cal adversaries  of  the  government.  General  acceptability  and 
trust  broke  down,  and  a  dispute  with  political  overtones  took 
over  Vigilant  media  brought  the  issues  lo  the  public.  Pressure 
from  a  group  of  affected  professionals  developed  into  an  uncon- 
trollable community  conPicl. 

Each  party  gave  the  other  cause  for  suspicion  from  the  start. 
The  government  must  have  become  wary  in  October  1959  when 
the  college  renounced  ils  request  for  state-aided  health  insurance, 
resolving  instead  to  oppose  any  "compulsory,  govemmenl-con- 
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trolled,  province  wide  '  plan  and  supporting  "exiciif  ion  cf  health 
bcncfiis  "Enough  the  voluntary  service  plans,"  which  they  con- 
irc'llcd.  Tlie  doctors  complained  about  the  composition  of  the 
idvisory  committee,  which  included  two  civil  servants  and  ilie 
previous  minister  of  health.  The  medical  association  delayed 
appointing  their  three  members  until  the  terms  of  reference  were 
widened  to  include  all  health  needs,  and  the  arbitrary  lime  limit 
was  removed. 

The  profession  fell  ihtentcned.  Doctors  feaied  loss  of  profes- 
sional independence,  interference  in  medical  decision-makmg. 
erosion  of  the  conndential  patient  doctor  relationship,  and  con- 
scription to  civil^crAice  status.  Tliey  preferred  freedom  of 
choice  to  compulsion,  and  predicted  the  rising  costs  of  a  "free  ' 
serv  ice  w  ould  lead  to  funding  constraints  and  deterioration  in  the 
qiirility  of  c;iic  Ihcy  «ere  up^cl  that  the  promised  pre  consult- 
.ilion  was  denied  llicni,  although  ilic)  had  pubiiJ)  piocUirned 
their  opposition,  and  would  h.ive  their  vievvs  presented  at  the 

advisory  conimiilce  along  with  other  interested  groups. 

Mniinting  Tension 

The  advisory  comrniltee  started  its  studies  in  May  1960,  after 
the  election.  By  June  1901 .  the  f  ovemment.  sen^ng  that  the  three 
colleje  representatives  were  diverting  the  focus  from  the 
medicare  plan  to  other  health  deficiencies,  such  as  hospital  care, 
mental  care,  elder  care,  caie  of  the  disabled  .and  icliubilnaiion, 
rcqMCMcd  .m  inictim  irp'it  b:\"-A  '-n  ihc  mrdicarc  aspect  .ilune 
1  his  reinforced  the  profession's  paranoia  of  political  motiv  aiion. 
est^ecially  since  it  was  apparent  that  Premier  Douglas  was  leav- 
.     Ing  to  lead  the  new  federal  labor-dominated  party  being  formed 
in  Ottawa  in  July.  It  w  as  desirable  for  him  to  bring  the  mcdic.ve 
.tc'l  with  him,  no  one  in  Canada  being  more  deserving  to  do  so. 
The  interim  report  was  dcli\cred  on  September  I",  putting  a 
linic-lock  on  the  legislation,  because  the  premier  aimounced 
November  7  as  his  resignation  date.  A  majority  of  seven  recom- 
mended a  compulsory,  comprehensive  piogtam.  premiums,  a 
public  commission  for  administration,  fce-for-scrvice  payment, 
and  utilization  fees.  Four  members,  including  the  three  college 
rcpicscin.iiivev.  siuil;  to  a  universnll)  availible  sthcme  ihiough 
evisiinp  plans,  w  iih  goveninicni  aid  to  pay  the  prctniums  of  the 
needy   The  labor  union  representative,  Walter  Shmishck.  also 
dissented,  recommending  a  compulsory,  comprehensive  plan, 
paid  for  bv  inconic  tax,  adtninislctcd  by  the  dcpailmciil  of  health, 
and  a  salaried  profession.  A  decade  or  so  later,  he  became  our 
minister  of  health.  Ihe  compromise  in  the  majority  tcpoil  was 
ihc  fee  for-service  principle  in  exchange  for  universality  It  did 
not  help  the  strained  situation  when  this  highly  guarded  report 
vk,as  leaked  and  reported  in  the  Toronto  Daily  Star  four  days 
before  its  intended  relf-ase,  and  one  day  after  an  exclusive 
interview'  with  Premier  Douglas   It  added  to  the  mistrust  and 
diminished  the  sense  of  altruistic  motives  of  the  government. 


A  Rittcr  naltle 

A  medicare  bill  was  drafted  and  the  legislature  was  quickly 
summoned  in  October,  w  ithout  referring  either  the  interim  report 
or  the  bill  to  the  college  for  comment,  as  was  the  custom, 
probably  because  of  time  constraints.  This  oversight  later  led  to 
the  resiiinatlon  of  the  Minister  of  Health  who  steered  Ihe  bill 
through  the  legislature,  citing  Douglas'  repented  breaches  of 
faith  with  the  profession  as  a  cause  for  quitting  the  CCF  party. 
Thai  fall. the  dot  tors  found  a  legal  avenue  of  escape  They  could 
ignore  the  act.  practise  privately,  and  help  patients  to  obtain 
leiinbursement  from  the  commission.  Ihe  government  delayed 
the  starting  date  from  January  I.  1%2  to  April  and  ultimately  10 
July  I.  I9fi2.  Meetings  between  the  cabinet  and  the  college 
council  in  M.irch  and  April  failed  to  resolve  their  differences  On 
the  last  dav.  perhaps  frustrated  by  the  intransigence  of  the 
d(K  tors,  the  government  mov  ed  to  block  physicians  from  ignor- 
ing the  act  by  so  called  "agency  clauses."  whereby  a  citizen 
seeking  a  doctors  services  autontatically  made  the  medical  care 
commission  his  or  her  appointed  ageni  with  that  physician.  This 


action  was  interpreted  as  a  stale  seizure  of  citizens'  civil  rights. 
Even  the  closest  advisors  of  the  administration  thought  thai  this 
was  done  "unwisely,  angrily  and  against  best  advice." 

TItIs  unexpected  developmeni  hnd  profound  effects  In  the 
province.  Tor  the  doctors,  meeting  in  a  sp'-cial  convention  on 
May  2,  and  hearing  from  Premier  Lloyd  and  iheir  legal  advisors. 
it  meant  thai,  unless  the  act  was  repealed  nr  changed,  they  must 
concede  to  v^ork  under  medicare  or  leave  their  province.  Many 
threatened  to  leave    Despite  many  changes  favorable  lo  the 
profession,  »lmosl  40  per  cent  of  Ihe  registered  doctors  of 
December  31,  1961  deserted  the  province  wilhirt  15  months  of 
the  start  of  the  medicare  plan.  Patients  and  citizens  formed  "keep 
our  doctor"  CKOD)  groups  in  many  communities.  It  galv/anized 
opponents  of  the  scheme  into  an  organization  thai  ultimately 
helped  defeat  the  gov  eminent  in  1 964. 1  his  strategic  blunder  also 
led  to  the  provim.l,il  media  almost  unanimously  supporting  the 
doctors'  position,  as  citizens,  media,  and  physicians  echoed  the 
Douglas  promise  of  a  plan  "acceptable  to  those  rendermg  and 
those  receiving  Ihc  service  '  Tliis  media  support  was  in  contra- 
distinction 10  the  attitude  of  outside  media  who  invaded  the 
province  on  the  withdrawal  of  office  services  on  July  I.  What 
began  as  a  third-party  grievance  by  a  professional  group  had 
become  a  community  connici  that  precluded  rational  or  amicab- 
ly negotiated  settlement. 

Die  doctors  prepared  lo  close  their  offices  on  July  1  unless  the 
act  was  withdrawn  or  its  implementation  postponed.  When 
Douglas  was  delcaled  in  Rtgina  in  the  federal  election  of  June 
1 2,  w  ind  w  as  blow  n  into  the  sails  ol  KOD  and  the  college,  which 
now  ihotight  a  plebibLite  would  easily  defeat  medicare.  As  the 
deadline  approached,  each  side  stubbornly  held  their  position. 
Last  minute  efforts  by  influential  inslilulions  failed.  Premier 
Lloyd  made  reasonable  lasl-minule  concessions  lo  avoid  Ihe 
crisis,  bill  tiusi  was  now  gone. 

I  believe,  as  did  others,  that  if  these  concessions  had  been  made 
three  months  earlier,  before  the  agency  clauses  w  ere  introduced 
when  muiu.al  respect  and  trust  still  existed,  the  situation  could 
hav  e  been  saved.  Woodrow  Lloyd,  who  was  a  decent  person  and 
a  pood  Iricnd,  v.acillaied  too  long,  buffeted  by  Ihe  doves  and 
hawk s  of  his  cabinet  and  hard-pressed  by  the  pleas  of  the  federal 
New  Democratic  Party  (NDP)  power  brokers.  Had  the  charis- 
matic Douglas  sta)  ed  as  premier,  he  would  have  made  pragmatic 
chances  to  avoid  open  conOict  and  lo  establish  his  program  of 
universal  coverage.  The  governincnl  stood  by  iis  princrples. 
however,  and  the  doctors  closed  their  offices  on  July  I  in  protest. 

Tlie  Doclors'  "Strike" 

About  30  doclors  began  practice  under  the  act  Some  225  others 
staffed  emergency  hospital  centres  in  rotation,  working  vviihout 
piy  raihrr  than  accepting  payment  from  the  commission.  A 
further  1 10  doclors  were  recoiited  by  the  government,  mainly 
from  Great  Britain,  under  shorl-temi  comracis.  Some  have 
M  ivcd  in  the  province  Hie  so  called  "strike"  lasted  23  days. 
Public  leelings  w  eie  becoming  explosive,  and  our  Pfo_;''nce  *« 
teetering  on  the  edge  of  anarchy.  Our  president.  Dr.  Dalgleish. 
addressed  the  CCF  convention  offering  to  abide  by  Ihe  decision 
of  plcbistilc,  but  got  "no"  for  n  response. 

Finally  reason  prevailed  and  through  the  good  counsel  of  Dr. 
Kelly  and  Lord  Stephen  Tavlor,  Dalgleish  indicated  willingness 
10  resiiMic  normal  practice  if  certain  amendments  were  made. 
These  had  been  mutually  negotiated  through  the  mediation  of 
Lord  Taylor,  in  a  form  called  the  Saskatoon  agreemenl.  Lord 
Taylor  was  a  labor  peer  and  physician  engaged  by  the  govern- 
ment to  advise  Premier  Lloyd.  Fxperts  and  legislators  drafted  Ihe 
amendmenls  to  boih  parties'  satisfaction,  and  these  were 
enshrined  in  legislation  on  August  2. 


1  lie  Outcome 

Tlie  overhaul  of  the  act  was  extensive,  altering  or  deletmg  31 
of  the  49  clauses,  including  removal  of  the  controversial  "agen- 
cy" clauses.  Il  allowed  doclors  lo  practise  under  Ihc  plan,  or 
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through  the  voluntary  health  ngencics,  if  patient  »nd  doctor  were 
members,  or  to  prsclise  outside  medicare  with  patients  obtaining 
reimbursement,  and  It  pcrmlited  extribilHnj  In  such  Instances. 
In  nddiiion,  l(  allowed  ph)  sldnns  to  work  In  several  community 
clinics,  thice  of  which  are  still  opctalinjt. 

The  changed  act  became  the  model  for  future  provincial  plans. 
The  only  e)^cepllon  was  Quebec,  where  sltucluril  ch.ingcs  apain 
led  to  a  doctors'  strike.  The  Canada  Health  Act  of  1 982-198.1  has 
changed  the  original  Sn'kalchewan  model  to  resemble  the 
Qurbcc  plan. 

In  tcttospcci,  both  sides  were  responsible  for  the  breakdown. 
E.ach  thought  they  were  defending  principles.  The  government 
fcHUscd  on  universal  coverage  and  the  democratic  right  of  i 
dul)  elected  pntliamcniary  body  to  govern.  The  college 
defended  the  freedom  of  a  sclfgoveming  profession  and  free 
choice  for  patients.  Fxcesses.  immoderate  rhetoric,  and  impm- 
dent  actions  of  both  protagonists  escalated  the  ronftonlation. 
With  public  Involvenienl,  the  clash  seemed  Inevitable  if  the  act 
was  lo  be  changed  from  a  program  of  "control "  lo  one  of 
"Insurance."  Unfortunately,  the  mistakes  made  have  recently 
been  replicated  In  other  provinces. 

Pcr.<;onaI  Obscrvntions 

•  Universal  health  eve  that  Is  administered  by  a  public 
authority  is  here  to  slay.  Despite  frequent  small  annoyances, 
it  is  popular,  .ind  even  doctors  would  rebel  if  we  relumed  lo 
the  format  of  the  1950s. 

•  A  reduction  in  benefits  or  transfer  of  costs  lo  the  user  Is 
political  suicide,  be  it  utilization  fees  or  coinsurance. 

•  It  is  unacceptable  lo  the  public  lo  retrench  or  lo  remove  a 
_.^oclal  benefit  once  It  Is  conferred:  think  of  old  age  pensions. 

•  "7>.c  fear  that  doctors  would  lose  their  piofcssional  freedom 

and  be  conscripted  to  civil  service  has  not  been  borne  out. 
Doctors  are  still  free  lo  make  medical  deciMons  with  their 
patients  without  direct  inlerfercnre.  Any  fmslrations  or 

i  delays  do  not  come  from  individual  application  but  ftom  the 
overall  paucity  of  fundinp,  especially  lo  institutions  such  as 
hospitals.  This  !s  ccriral  rationing  of  economic  resources, 
not  inter\  cntion  in  private  medical  judgments. 

— « — The  sacred  doctor  patient  relationship  has  been  preserved. 
Ask  any  family  physician  or  obstetrician. 

•  Universal  programs  seem  not  to  have  interfered  with  self- 
government;  our  right  to  license,  to  set  and  enforce  stand- 
ards, and  10  use  discipline  remains. 

•  Universal  extension  of  health  bcnents  will  continue  In  those 
quadrennial  auctions  known  as  elections.  There  is  no  end  lo 
the  services  that  the  ingrnuiiy  of  politicians  can  create: 
token  premiums  will  go,  and  the  Canada  Health  Act  has 
virtually  outlawed  point-of-scrvicc  fees  or  extra  billing,  by 
fiscally  penalizing  provincial  treasuries. 

•  Other  forms  of  organization,  delivery  and  payment  of  health 
services  are  and  will  be  promoted.  These  Include  health 


service  organizations  (HSO)  and  community  cliniri.  This 
wholesome  developmrni  should  not  be  feared  or  forced. 
Doctors  should  be  free  to  work  and  be  paid  In  a  iettln|  thai 
best  suits  their  social  thinking.  Medical  associations  must 
accept  this  and  work  to  represent  these  physicians  at  faith- 
fully as  Ihey  represent  any  other  group  of  members,  as  long 
as  all  confonn  lo  the  standards  set  by  licensing  bodies. 

•  On  introduction  of  i  free  universal  plan,  costs  rise  steeply 
in  the  first  few  years,  accounted  for  by  "unmet  needs"  and 
familiarization  with  how  lo  uje  the  program.  In  three  lo  five 
years,  increases  stabilize  at  a  rate  slightly  above  the  cost  of 
living  Index  because  of  expensive  scientific  and  technical 
advances  in  diagnostic  and  medical  therapy,  the  extension 
of  life  expectancy,  and  the  high  incidence  of  illness  In  the 
aging  population. 

•  Strikes  or  withdrawal  cf  services  by  the  health  profession! 
are  un.iccc ptable  lo  the  public.  They  punish  those  meant  lo 
be  scr\  cd.  All  health  professions  should  by  la  w  be  forbidden 
lo  strike,  in  exchange  for  binding  arbitration,  which  may  be 
applied  10  specified  and  vital  Issues  when  agreement  has  no! 
been  reached  by  normal  negotiation. 

A  lot  cf  w.iier  has  flowed  past  the  bridge  of  the  medicare  scare 
of  1962  and  I  hoptf  that  it  has  washed  away  some  of  the  mud  of 
that  frightful  bailie. 

Summary 

The  battle  over  the  introduction  of  medicare  lo  Saskatchewan 
In  1962  gives  the  medical  profession  important  lessons  thai 
warrant  study  today.  Although  the  relations  among  people, 
politicians,  and  the  profession  are  calmer,  tensions  continue.  A 
mechanism  of  binding  arbitration  applied  lo  predetennined, 
vital  issues  must  be  assured  to  resolve  confiicts  between  govern- 
ments and  the  hc.-ilih  professions.  Provided  such  a  mechanism  Is 
guaranteed,  health  professions  should  be  forbidden  lo  strike  by 
law. 

Soiuinaiie 

Lf  combat  livtf  par  I'inltoduclion  de  Vaismnnce-santt 
(Medical  e)  en  SaskalchcM-an  rn  1962  apporie  d  la  profeaion 
medicate  d'imporianics  lt(ons  qui  mfiiicnt  anjouid  hiii  d' lire 
iliidUes.  hffme  si  les  i  tlaiionx  tntre  le  public,  les  poliliciens  el 
la  profession  snni  plus  colmes,  les  tensions  demeui  enl  toujour s. 
(Jn  mfcanisme  de  mfdiation,  liont  les  parties  en  cause,  appliqui 
A  des  problfnies  vitaux  dftermints  A  iavance,  doil  (tre  privu 
pour  trouver  une  solution  aiix  con/lils  enire  les  aoiivernemenis 
el  les  piofessions  oeiiviant  dans  le  domaine  de  la  sanit.  Sous 
condition  e.^presse  de  la  garantie  d' un  lei  miconisme.les  profes- 
sionnels  de  la  sonti  devraieni,  conformiment  d  la  hi,  se  voir 
refuser  de  se  melire  en  jr^veD 


Senator  Wellstone.  For  those  of  you  who  came  today,  thank  you 
for  hanging  in  there  with  us  for  several  hours. 

[Whereupon,  at  4:37  p.m.,  the  subcommittee  was  ac^oumed.] 
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